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Vulvo-Perineorrhaphy. 


By A. LEYLAND RoBInson, 


M.D. (Lond.), F.R.C.S. (Eng.), F.C.0.G., 
Professor of Obstetrics and Gynaecology, University of Liverpool. 


THE anatomical repair of damaged tissues is the basic principle of 
plastic surgery, because the renewal of structure is an essential 
preliminary to the return of function, which is the main objective 
of the surgeon. 

A perfect result would restore normality to the damaged area, 
but methods of anatomical restoration have their technical limita- 
tions, and the complete restoration of function may be rendered 
impossible by the nature of the injury or the degree of the damage. 

In cases of exceptional severity in which there is great loss of 
tissue and much deformity, the anatomical method of repair 
becomes impracticable, and the surgeon may be compelled to 
excise healthy tissues, and even to sacrifice deliberately some part 
of the function of the affected area in order to conserve the best 
interests of the patient. The successful treatment of a flail limb, 
for example, may involve the excision of a joint and loss of 
movement, or the cure of an intractable vesico-vaginal fistula may 
demand the removal of the uterus with the sacrifice of the function 
of reproduction. 

Fortunately such gross examples are rare, but they draw 
attention to the complexity of function and show that the relative 
importance of the several functions involved in any plastic pro- 
cedure must be duly considered before the exact method of repair 
can be adjusted to the physiological needs of the patient. The 
aesthetic result must also be taken into account, since disturbances 
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of function are not limited to the physical effects of injury and 
deformity, but may express themselves in the psychical reactions 
of the individual. Few women are indifferent to the presence of 
ugly scars or the loss of normal contour, even-when such blemishes 
are hidden from view, and this consciousness of abnormality may 
become a definite complex and, as such, play a considerable part 
in the production of symptoms. 

This factor assumes greater prominence in operations 
performed upon exposed parts of the body, but it is of some 
importance even in perineal work, and an attempt must always 
be made to restore the natural shape of the affected area and to 
leave scars that are strong, unobtrusive and painless. More- 
over, good scars and normal contours have a physical, as well as 
a psychical, significance, for their presence indicates the employ- 
ment of correct anatomical methods and establishes the fact of 
sound healing in the deeper structures of the wound. 


SURGICAL ANATOMY OF THE PELVIC FLOoR. 


The interdependence of structure and function is clearly 
revealed in those characters of the human pelvis which represent 
the influence of evolution and civilization, and specially in the 
changes that have taken place in the outlet of the pelvis. 

In pronograde animals the pelvic floor is occupied by the 
broad symphysis pubis, and this bony plate takes most of the 
strain imposed by gravity, the weight of the pelvic organs and 
the thrust of intra-abdominal pressure. The pelvic outlet is in- 
clined directly backwards and its enclosed soft parts are set at 
right angles to the symphysis pubis; their almost perpendicular 
position shields the pelvic muscles from much of the strain that 
falls upon the pelvic floor, and leaves them free to carry out their 
specific functions of controlling the tail-movements and trans- 
mitting the anal and urogenital canals. 

These canals are subject to periodic functional changes which 
involve a great, if transient, enlargement of their calibre and a 
corresponding dilatation of the openings through which they are 
transmitted to the surface. This action is comparable to the 
working of an iric diaphragm, and, although such an arrange- 
ment is conducive to weakness, the effect is but slight in the lower 
animals, because defaecation is easy and there is rarely any 
excessive strain upon the birth canal. 

The second function (tail-wagging) does not interfere with the 
action of the pelvic diaphragm, but on the contrary helps to main- 
tain a healthy tone in its musculature. 
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In women, the assumption of the erect posture has been 
associated with a forward rotation of the pelvis as a whole and 
the disappearance of the tail. As a result of this axial movement, 
the symphysis pubis has become a part of the abdominal wall and 
the soft parts closing the pelvic outlet now form the pelvic floor. 

These morphological changes have been accompanied by great 
modifications in function. By usurping the position of the 
symphysis pubis, the pelvic outlet has assumed the functions pre- 
viously carried out by that structure, although it still retains the 
characters and behaviour of a muscular diaphragm. Buta fenes- 
trated muscular sheet is a poor substitute for a bony plate, and 
the pelvic floor is a dangerous situation for a muscular diaphragm, 
so that it is not surprising to find the pelvic muscles no longet 
working in the smooth manner characteristic of the lower animals. 

The influence of constipation and dystocia reduces still further 
the efficiency of the pelvic diaphragm, for birth-injuries enlarge 
and distort the fenestrations of this structure and the strain of 
difficult defaecation over-stretches its musculature. 

The human pelvic floor is confronted with a difficult task; as 
a resilient diaphragm it must yield to the functional demands of 
its perforating canals, but as a pelvic floor and support, it must 
resist the movements associated with pliability and fenestration : 
it has thus to play a dual role in which the two characters are 
largely antagonistic to each other. 


This physiological antagonism is peculiar to women, because 
the two opposing elements which disturb the functional unity of 
the human pelvic floor are carried out by two independent struc- 
tures in pronograde animals, and are prevented by this arrange- 
ment from coming into conflict with each other. 


GYNAECOLOGICAL PLastic Work. 

It is this complexity of function and its peculiar relation to 
morphology that makes plastic work upon the lower genital tract 
at once so interesting and so difficult, and both interest and 
difficulty are increased by the number and variety of the patho- 
logical lesions to which this area is liable as a result of injury, 
displacement, or infection. 

Many vaginal operations are directed primarily to the repair 
of recent injuries sustained during labour, and they are purely 
morphological in character, because they are carried out directly 
after the infliction of the injury and with the avowed intention of 
preventing those disturbances of function which otherwise are 
bound to follow. 
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In the more chronic lesions, however, the relation between the 
demands of structure and function is less simple to determine 
because, as has already been indicated, very dissimilar functions 
are carried out through the medium of the same structure and, 
unless great care is exercised, it is difficult to cure long-standing 
structural defects without interfering with the sexual and reproduc- 
tive functions. Moreover, the surgeon is apt to over-estimate the 
importance of a structural defect and to over-correct the resulting 
deformity. 

By lengthening the perineum and narrowing the vagina, pro- 
lapse can be permanently cured, and so long as moderation is 
observed, this is a sound procedure, but the removal of an exces- 
sive amount of tissue is followed by atresia of the vagina, and the 
unfortunate patient merely exchanges the symptoms of prolapse 
for those of dyspareunia or sterility. 

It is possible to err in the opposite direction and to conserve 
the sex or reproductive function at the expense of a satisfactory 
mechanical result. In these circumstances freedom from dys- 
pareunia after colporrhaphy is a poor consolation to a patient who 
has never complained of that symptom, when she finds that the 
prolapse, for which the operation was undertaken, is still present 
or soon recurs. 

The surgeon must seek a via media that inclines towards the 
special functional needs of the patient in the case of young mar- 
ried women, and turns in the direction of structural repair in older 
women and widows. The best results are obtained by restricting 
the sacrifice of tissue and the degree of mechanical correction to 
the minimum that is compatible with the relief of symptoms and 
the conservation of function. The exact amount, however, of 
interference in any individual case must be determined by the age 
of the patient, her marital duties and the prospect of future child- 
bearing. 

The principles of the Manchester method as originated by 
Donald and developed by Fothergill and other workers of the 
Manchester school, conform to the demands of both structure and 
function: and the general results obtained by a great number of 
different operators demonstrate the soundness of the methods 
underlying this technique. 

With these methods the writer is in complete accord, and the 
present communication is not concerned with the principles of 
operation, but rather with certain refinements of technique that 
facilitate the reconstruction of the ano-perineal region and increase 
the functional effectiveness of colpo-perineorrhaphy. 
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THE ROLE OF REPAIR OF THE VULVA IN PERINEAL REPAIR. 


The writer is of the opinion that in operations upon the 
perineum and vagina, the vulva has been neglected. This 
structure has been regarded as an aesthetic but otherwise useless 
appendage to the anatomy of the area and its functional value 
has been overlooked, if not forgotten. 

Many authors, including Fothergill, have not paid special 
attention to the vulva in describing their operations for the repair 
of the vagina and perineum. Fothergill wrote: 

Pick up the points in the margin of each labium minus, which on 
being brought together will form a suitable anterior limit for the new 
perineum. 

And Fothergill’s diagrams, and those of many other authors 
illustrating the technique of this operation, show an incision and 
describe operative steps that are incompatible with the subsequent 
reconstruction of the vulva. Vulvo-perineorrhaphy as a deliberate 
undertaking appears to be an uncommon procedure, and its 
merits have not received the attention they deserve. The writer 
desires to emphasize the important functions of the vulva and to 
draw attention to the advantages of combining vulval repair 
with conventional perineorrhaphy. 

Plato in his Tinaeus says: 

The vulva and matrix .f woman is also an animal after generation 
which being baulked of its desire for any length of time is so enraged 
at the disappointment that it wanders up and down through the body 


obstructing the circulation, stopping the breath, producing suffocation 
and all manner of diseases. 


Plato’s pre-Freudian theories, like his anatomical terms, are 
open to criticism, but Plato was evidently aware of the physio- 
logical virtues of the vulva. 

Whatever the general significance of this structure may be, 
there can be no doubt that it has a very definite local value as a 
buffer, insulating the genitalia from the outside world and pro- 
tecting the clitoris, nymphae and vaginal walls from the effects of 
trauma and infection. : 

In nulliparae, the labia come into contact during active bearing- 
down efforts and their line of apposition forms a natural barrier 
between the vaginal walls and the skin and clothing of the patient. 

The mucous membrane of the vagina is thereby protected from 
invasion by organisms derived from the skin and, so long as this 
‘natural barrier remains intact, and direct infection is not intro- 
duced from without, it is difficult for pathogenic organisms to 
effect an entry into the vaginal passage. 
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On the other hand, when the vulval orifice is enlarged and 
patulous as a result of birth trauma or prolapse, a state of ectro- 
pion vaginae is set up: this condition, which is comparable to 
that found in the eyelid, exposes the mucous membrane to such an 
unusual environment as the skin and clothing, and thus renders 
it vulnerable to injury and infection. This deformity (ectropion 
vaginae) has no direct mechanical effect upon the position or 
supports of the vagina, but it is an important predisposing cause 
of infective and traumatic vaginitis, and for this reason alone it 
merits the attention of the surgeon. 

The presence of vaginitis gives rise to bearing-down sensations 
which closely simulate the symptoms of prolapse: indeed, the 
degree of discomfort produced by the latter appears to depend as 
much upon the severity of the associated infection as upon the 
amount of descent. 

This explains why it is that in one patient there may be a 
minor degree of prolapse with symptoms of great intensity, and 
in another a severe degree of prolapse with comparatively little 
discomfort. But if vaginitis plays a part in the production of 
symptoms, then the effective treatment of prolapse must include 
measures designed to prevent injury and infection of the walls of 
the vagina, and, since the pressure of ectropion predisposes the 


vagina to both conditions, it is essential that this source of danger 
should be eliminated by the surgical reconstruction of the vulva, 
whereby the natural protection afforded by the apposition of the 
labia is restored to the patient. 

The end result of repair of the vulva is yet another example of 
the intimate relation which exists between structure and function. 


ANAL RECONSTRUCTION. 

However much it may be necessary to stress the claims of 
repair of the vulva, little need be said to commend the 
advantages that accrue from a successful repair of the anus and 
rectum, when the sphincter has been ruptured or a fistulous com- 
munication has been established between the rectum and vagina. 

The index of a good functional result is the capacity of the 
patient to retain flatus and to control its passage by the voluntary 
efforts of the new sphincter muscle. 

Here again the functional result is the main issue, but the 
operation is one that involves a careful study of structure, for 
complete success is rarely obtained unless the operator adopts a 
strictly anatomical method of repair. 

The various points of technique with which this paper is con- 


6 





VULVO-PERINEORRHAPHY 


cerned will be illustrated by describing the steps of an operation 
for the repair of a complete tear of the perineum. This procedure 
is concerned with: (a) The repair of injuries to the rectum, 
vagina and pelvic floor; (b) The repair of the anal sphincter; 
(c) The reconstruction of the perineum; (d) The restoration of 
the vulva. 

The steps of the operation are as follows: (1) Incision; 
(2) Mobilization of the bowel; (3) Repair of the rectal mucous 
membrane; (4) Definition of the sphincter ani; (5) Suture of the 
rectal muscle; (6) Reconstruction of the pelvic floor by approxi- 
mation of the levator muscles; (7) Repair of the vaginal walls; 
(8) Reconstruction of the perineum; (g) Restoration of the vulva. 


I. Incision. 

The ordinary incision described by most writers is one which 
extends on each side, from a point on the free edge of the lacerated 
sphincter behind to the posterior margin of the labium minus in 
front. 

This incision is incorrect in two particulars: first, it substitutes 
points for natural curves, and, secondly, it does not make any 
provision for the subsequent formation of the vulva. As a means 
of avoiding these objections, an incision should be employed 
which is roughly H-shaped, extending on each side from the 
curved lateral border (not point) of the retracted anal sphincter 
behind to an area in front that is well outside the nympha. This 
incision is completed by making a cross cut through the edge of 
the recto-vaginal junction, designed to excise the scar tissue 
marking the site of the original injury. 

A carefully planned incision of this type simplifies all the 
subsequent steps of the operation and is followed with absolute 
certainty by the reappearance of the natural shape of the vulva. 

By placing the antero-lateral margin of the incision external 
to the posterior border of the nympha, the surgeon avoids the 
risk of narrowing the vulval orifice and prevents any shortening 
of the vagina, thus eliminating the risk of post-operative 
dyspareunia. 


2. Mobilization of the Bowel. 

The second step in the operation is the isolation and mobiliza- 
tion of the injured rectum, upon which I lay great stress, for 
unless the bowel is freely mobilized it is difficult to avoid some 
degree of tension upon the flaps. The slightest tension will 
delay or inhibit the process of healing, and this is particularly 
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undesirable where rectal muscle is concerned, because tenesmus 
is prone to follow operation, and this spasm will increase still 
further any tension upon the flaps. Satisfactory mobilization of 
the rectum involves free dissection of the posterior vaginal wall, 
and so affords a favourable opportunity for carrying out the 
preliminary steps of colporrhaphy. 


3. Repair of the Rectal Mucous Membrane. 

Next the cut edges of the injured rectum and anal canal are 
pared in a liberal manner and all scar tissue is removed however 
extensive this may be; the occurrence of free oozing from the cut 
edges of the bowel or the appearance of two spouting vessels at 
the apex of the incision indicates that sufficient scar tissue has 
been removed and that a healthy vascular area has been reached. 
When a satisfactory state of mobilization and vascularity has 
been obtained, the edges of the mucous membrane of the bowel 
are approximated with a continuous catgut stitch. Special care 
is taken here, and throughout the operation, to avoid over-tight 
sutures and knots. The latter tend to cut out of the tissues or, if 
they hold, cause pressure necrosis of the flaps with consequent 
leakage and failure of union. 


4. Definition of the Sphincter Ani. 

If the original incision is accurately planned, there will be no 
difficulty in picking up the divided ends of the sphincter muscle 
which lie immediately beneath the mucous membrane of the anal 
canal; their position is generally indicated by dimples which 
form one of the landmarks of the operation area. The torn ends 
of the sphincter are picked up with a perineum-needle and held— 
not tied at this stage—with one or two No. 3 catgut sutures. 
Traction onthe sphincter muscle elicits a characteristic snorting 
type of respiration that at once establishes the identity of the 
tissue that has been picked up. 


5. Suture of the Rectal Muscle. 

This step consists in burying the mucous membrane stitch of 
Step 3 beneath a continuous Lembert suture introduced into the 
over-lying muscular coat of the rectum and anal canal. The 
insertion of this suture is facilitated by traction between the untied 
stitches already inserted into the new sphincter and a fresh suture 
specially introduced into the muscle at the apex of the rectal 
incision. Traction between these points throws into prominence a 
ridge on each side, which indicates the correct site for the passage 
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of the needle. After this layer has been completed the suture 
previously inserted into the sphincter ani muscle is tied and 
cut and one or two further sutures:are passed through the new 
sphincter to reinforce the original stitch and complete the contour 
of this region. 


6. Isolation and Approximation of the Levator Ani Muscles. 
For the construction of the new pelvic floor, some operators 
appear to regard special dissection of the levatores ani as an 
unnecessary refinement. Fothergill’s opinion was: 
It is not necessary to seek for the levatores ani or any other muscles. 
The fascial structures are sufficiently exposed in making the wound 
described. No object is gained by suturing muscle to muscle. 


The writer respectfully disagrees with this view and personally 
pays much attention to these deep muscles, which play such an 
essential part in the mechanism of the pelvis and are so con- 
stantly involved in birth traumata. These muscles embrace the 
rectum and are found at the lateral margin of the bowel running 
obliquely forwards and outwards; their identity is readily 
established by their relation to the bowel and the direction of 
their fibres, and approximation is obtained by four to six stitches 
inserted with a perineum needle that takes up a good bite of tissue. 

A point of importance is the position of the most anterior 
stitch of this series which is passed not only through the levatores 
ani muscles, but also through the mucous membrane of the vagina 
at this level. This method of introduction is employed for the 
purpose of obliterating the dead space which would otherwise 
exist between the new pelvic floor and the vaginal wall: it may 
also be used to control bleeding whenever any of the main radicals 
of the haemorrhoidal vessels have been injured during dissection 
of the muscles or the separation of the rectum. These vessels 
generally take the form of a vascular leash that runs backwards 
and inwards on each side of the anterior margin of the wound 
across a triangular space bounded by the posterior vaginal wall, 
the bowel, and the levatores ani muscles. Effective haemostasis 
can be obtained by including this leash in the special stitch passed 
through the anterior portion of the levator ani muscles, or by 
identifying and ligating any individual vessel that may have been 
injured. 


7. Repair of the Vaginal Wails. 
This consists in excising the redundant vaginal mucous 
membrane, but it is rarely necessary to remove much in this type 
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of operation, because a rectocele is seldom associated with a 
complete tear of the perineum. A continuous stitch may be used 
to bring the cut edge together, but it is preferable to break up the 
line of sutures at least once or twice. 


8. Reconstruction of the Perineum. 

In the first place the deep sutures passed (in Step 6) through 
the deep levatores ani muscles are tied and cut; next a series of 
interrupted sutures is inserted in such a way as to fill the gap 
which is now exposed between the new pelvic floor and the sub- 
cutaneous tissues of the vailva. It is unnecessary to isolate the 
individual anatomical elements that compose this layer, but 
stitches that conform to the above plan are bound to pick up the 
superficial perineal muscles, the fractured end of the bulb of the 
vagina and the torn edges of the triangular ligament. When tied, 
these stitches form the deep layer of the new vulvo-perineal body 
which is completed by the addition of a superficial vulval layer. 


9. Restoration of the Vulva. 

The method of inserting stitches competent to restore the 
vulva is exceedingly simple, so long as the original incision has 
been correctly planned. Each stitch is made to radiate outwards 
from the central area of the wound and to emerge at correspond- 
ing subcutaneous points on the lateral margin of the incision. 

The whole series forms a symmetrical pattern corresponding 
roughly to the spokes of a wheel, of which the cutaneous margin 
is the rim and the mid-point of the new perineum the hub. 

The surgeon finds by experience the requirements of each 
case, but the result in all is the same, namely, to restore the 
contour of the perineum, to approximate and enfold the nymphae, 
and to produce an apposition of the labia which affords an obvious 
protection to the underlying genitalia. 


GENERAL TECHNIQUE. 

Particular importance is attached by the writer to the follow- 
ing principles of technique: 

1. Since it is difficult to obtain and impossible to preserve an 
aseptic field of operation in the presence of an open bowel, I in 80 
carbolic lotion is employed as an antiseptic lotion throughout 
the opeartion. 

2. A deliberate attempt is made to eliminate all actual and 
potential spaces in the new perineum, because a_blood-tight 
wound reduces the risk of infection and promotes good healing. 
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3. Special efforts are made to secure haemostasis by attention 
to the following details: (a) The uppermost stitch in the levator 
ani muscle takes in lateral bites of tissue which embrace the 
haemorrhoidal vessels. (8) The ligation of all spouting vessels is 
conscientiously carried out. (c) Injury to the cavernous tissue in 
the region of the bulb is avoided by carrying the initial incision 
outside, and not inside, the nymphae. 

4. The date of operation is arranged with due regard to the 
menstrual cycle, so as to avoid, as far as possible, the onset of 
menstruation during early convalescence. 

5. The following post-operative care is adopted as a routine: 
(a) A residue free diet, consisting chiefly of fluids for the first 
three days. (b) The bladder is emptied by catheter for the first 
four days. (c) The bowels are kept closed for about a week. (d) 
Liquid paraffin, one ounce is given every three hours on the 
seventh day. (e) One ounce of castor oil is given on the morning 
of the eighth day, and a small enema of olive oil in the evening, 
if the bowels have not acted in the meantime. 

6. Efficient nursing is the most important point in the after- 
care of the patient, and the successful result depends to a large 
extent upon the skill and conscientiousness of the nursing staff. 


RESULTS. 
_ In 50 consecutive operations a satisfactory functional result, 
as shown by the capacity of the patient to retain flatus, was 
obtained in 48 cases. The wound in two patients did not heal 
satisfactorily; both patients had been operated upon elsewhere 
and in one patient, suffering from lupus of the nose, there was a 
strong suspicion of local tubercle. 
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A Study of Immunity to Haemolytic Streptococci in 
Puerperal Infection.* 


By C. G. Paine, M.D. (Lond.). + 
Bacteriologist to the Jessop Hospital for Women, Firth Auxiliary, 
Sheffield, and Lecturer in Bacteriology, University of Sheffield. 


DuRInG the progress of haemolytic streptococcal infection in the 
puerperium, changes have been shown to occur in the sera of the 
infected patients. Hare’ showed that bacteriotropins were found 
in the blood of these patients at some time during the disease, and 
later, in 1932,” demonstrated their time and rate of appearance. 
He also showed* that there was considerable variation in the 
ability of broth cultures of haemolytic streptococci to withstand 
the bactericidal action of normal defibrinated blood. With strains 
of high virulence there was not any evident bactericidal effect, 
the cocci multiplying from the moment of implantation into the 
normal defibrinated blood. Using strains of moderate virulence, 
bactericidal action appeared during the first two hours or so, the 
survivors then multiplying and showing variable increases in 
population. The bactericidal action of normal defibrinated blood 
was well marked in cases of strains of low virulence. In view of 
these findings, haemolytic streptococci of high virulence were 
employed in all the experiments quoted below. 

The sera used in the experiments quoted below were dbtained 
from patients or from rabbits, and were shown to contain bacterio- 
tropins for the homologous strains of haemolytic streptococci. 
The method for demonstrating bacteriotropic power was that of 
Hare, whose observations on bacteriotropic responses in patients 
infected with haemolytic streptococci I have been able to confirm. 

The .strains of haemolytic streptococci used were in all 
instances derived from cases of puerperal sepsis. They all gave 
matt colonies on chocolate agar (Todd‘*) and their virulence was 
exalted as high as possible by mouse passage. Their resistance 
to phagocytosis by normal leucocytes in normal blood is shown 
by the bacteriotropic ratios set out in Table I. In addition, all 
strains were tested for toxin production, strains I and 7 being 
good toxin producers, while the other five strains used did not 


* Part of thesis approved by the University of London for the degree of 
M.D., December 1932. 

+ The cost of this research was partly defrayed by a grant by the Medical 
Research Council. 


I2 

















HAEMOLYTIC STREPTOCOCCI IN PUERPERAL INFECTION 


give any positive skin reactions, even in doses of 1/10c.c. of a 
72-hour culture filtrate diluted 20 times. 

It will be shown that sera containing bacteriotropins and 
obtained from patients, or from rabbits immunized with toxin- 
producing strains, were alone able to stimulate the bactericidal 
power of normal blood, and to afford a certain degree of protec- 
tion to mice against doses of streptococci in excess of the 
minimum lethal dose. 


EXPERIMENT [. 
Sera used. 

These were obtained from patients infected with haemolytic 
streptococci. Their bacteriotropic powers are shown in Table I. 
Using the homologous sera, bactericidal and population curve 
tests were carried out on five non-toxin and one toxin-producing 
strain. It was not possible to test the other toxin-producing 
strain, as a corresponding serum was not available, the patient 
having died of peritonitis two days after becoming infected. 


TaBLe I. 
Bacteriotropic ratios. 





Number of cocci phagocytosed by 
100 polymorphonuclears 








Normal serum Patient’s serum 
Strain 1 85 524 
Wee iss 77 496 
wo ae i ee 96 687 
Strain 4 76 276 
SIONS se one 18 963 
Sitam 6 .. i. 117 710 








Bactericidal test. 

Seven capsules, each containing 100 c.mm. of normal defibrin- 
ated blood, 20 c.mm. of serum heated to 56°C. for 30 minutes, 
and 10 c.mm. of diluted serum-broth culture were incubated at 
37°C. on a moving machine for varying periods, as shown in 
Table II. At the end of incubation, half quantities, i.e. 65 c.mm., 
were explanted into 10 per cent serum-broth, re-incubated for 14 
hours at 37°C. and growth noted. Controls using normal serum 
were set up in like manner. 


Population curve test. 
Capsules containing similar amounts to those in the previous 
test were incubated on the moving machine as before. At the 
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CHART 1.4 
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NUMBER OF MINUTES INCUBATION 
BEFORE EXPLANTATION. 


end of incubation, half quantities were explanted into Petri 
dishes with melted blood-agar. The plates were then incubated 
at 37°C. and the number of colonies developing from surviving 
organisms counted. Controls using normal serum were also set 


up. 


Additional controls. 

The following controls were also set up: Tubes containing 
test serum diluted 1/100 and undiluted culture, to observe the 
presence or absence of agglutination : tubes containing test serum, 
normal defibrinated blood and undiluted culture, to observe the 
presence or absence of Pfaundler’s threading phenomenon. 

Neither of these features were noted in any of the tests. The 
results of typical experiments are given in Table II and Chart I. 
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HAEMOLYTIC STREPTOCOCCI IN PUERPERAL INFECTION 


CHART I B 


POPULATION CURVE USING 
NON-TOXIN PRODUCING STRAIN 


NO. OF COLONIES DEVELOPING FROM SURVIVING ORGANISMS. 
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TaBLeE II. 
Bactericidal test. 


A.-——Using normal defibrinated blood, toxin-producing organisms, immune 
and normal sera. 





Growth in broth after explanting 
Period of incubation Immune Normal 
before explanting serum serum 








30 minutes G 
60 minutes G 
90 minutes — 
120 minutes — 
150 minutes -- 
180 minutes ~- 
240 minutes — 


MQARNAXAAN?A 


5 c.mm. of the original diluted culture gave 156 colonies on explantation. 
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TABLE II (continued). 
Bactericidal test. 
B.—Using normal defibrinated blood, non-toxin-producing organisms, 
immune and normal sera. 





Growth in broth after explanting 
Period of incubation Immune Normal 
before explanting serum serum 








30 minutes 
60 minutes 
90 minutes 
120 minutes 
150 minutes 
180 minutes 
240 minutes 


QAARNADAD 
MQANONANODA 





5 c.mm. of the original diluted culture gave 207 colonies on explantation. 
G signifies growth in broth tube. 
— signifies no growth. 


Comments on this experiment. 

1. Sterilization occurred in the tubes containing toxin-produc- 
ing organisms and the homologous serum. 

2. This could be due either to a greater susceptibility on the 
part of the organisms, or to the effect of the serum. But since 
the toxin-producing organisms multiply freely in the absence of 
the test serum, the bactericidal action must be due to the action 
of the test-serum acting in conjunction with the normal defibrin- 
ated blood. 

3. Bacteriotropic sera from patients infected with non-toxin- 
producing strains failed to stimulate the bactericidal power of 
normal blood to enable sterilization to take place. 

4. The initial fall in the populations is almost certainly due to 
the aggregation of cocci within the leucocytes, following the 
action of the bacteriotropic sera, since such a fall does not occur 
in the presence of normal serum. 


Protection of Mice. 

Experiments were then carried out to see if there was any 
correlation between the appearance in the serum of bodies 
capable of stimulating a bactericidal effect in vitro, and passive 
immunization as demonstrated by mouse injection. 

It appeared that serum from the patient infected with the 
toxin-producing strain afforded some degree of protection, where- 
as those from patients infected with non-toxin-producing strains 
failed to give any protection. 
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HAEMOLYTIC STREPTOCOCCI IN PUERPERAL INFECTION 
An illustrative experiment is quoted in Experiment II. 


EXPERIMENT II. 
Batches of 12 mice were each given an intraperitoneal injec- 
tion of 0.5 c.c. of the test serum: control batches were injected. 
Sixteen hours later intraperitoneal injections of serial dilutions of 
a 14-hour serum-broth culture were made, such that two mice 
from each batch received a similar injection. 
Results of this experiment are shown in Table ITI. 


TABLE III. 


Passive protection of mice. 





Strain 1 (toxin producer): 














Dose of cocci 0.5¢.c. x 10° 10% 104 10° 10° 107 

Mice injected with 0.5c.c. S s S 1 Dito —— 
homologous antiserum S ~ 2 = 3 — 

Mice injected witho.5cc. S t St St Sit $3 —— 
normal serum S$: Ss S 1: S$ 3 354 =—— 

Strain 2 (non-toxin producer) : 

Mice injected witho.5c.c. S 1 St St S385 — 
homologous antiserum S-: Str Si So F 2 — 

Mice injected witho.5c.c. S rt St S rt Sir St D5 
normal serum S$: Sf S 3 S 2S"! + 








S denotes death, haemolytic streptococci being recovered from the heart 
blood after death. 

D denotes death from other causes. 

— denotes animal was alive 30 days after injection. 

The cipher following the letter denotes the number of days’ survival after 
injection. 


Stimulation of Bactericidal Effect of Normal Blood by Sera from 
Rabbits Actively Immunized with Toxin and Non-toxin- 
producing Strains of Haemolytic Streptococci. 


Sera containing bacteriotropins were obtained from rabbits. 
For each strain two rabbits were used, one being inoculated with 
killed washed cocci, the other with a serum-broth culture of 
cocci, killed by heating at 60°C. for 30 minutes. Bacteriotropin 
development was more or less uniform in all the rabbits used. 
They could be detected after about 20 days from the first inocula- 
tion, and reached a peak about 15 days subsequently. 

Bacteriotropic responses in the rabbit sera thus obtained are 
shown in Table IV. 
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CHART 2 A 
POPULATION CURVE USING 
TOXIN PRODUCING STRAIN. 
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TABLE IV. 
Rabbit sera: bacteriotropic ratios. 








Number of cocci phagocytosed by 
100 polymorphonuclears 














Normal serum Immune A serum Immune B serum 
Strain i . 20 396 463 
Strain 2. 114 329 364 
Strain 3 . 77 850 578 
Strain 4 . 168 708 639 
Strain 5 . 57 662 723 
Strain 6 ... a7 483 474 
Strain 7 ... 114 954 987 
Immune A serum was obtained from rabbit immunized with sterilized whole 
cultures, 
Immune B serum was obtained from rabbit immunized with killed washed 
cocci. 
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HAEMOLYTIC STREPTOCOCCI IN PUERPERAL INFECTION 


CHART 2 B. 


POPULATION CURVE USING 
NON-TOXIN PRODUCING STRAIN 













2000 
WD 
= / 
<2 / 
= ; 
+ he NORMAL SERUM 
= / 
7 i 
= / 
cs / 
=> ; 
S isso { 
a) P 
= P 
S é a 
a sty «ont kasbiT 
= So 
e i 
Oo : 
psa 
= 
uw SE FROM RABRIT 
Q ine rut “ td Paty 
re 
= 
So 
—! 
S 
us. 
=S 
=. 
= ° 





x bo qo (2D So (80 
NUMBER OF MINUTES oo 
REFORE EXPL NTATIO 0 


Sera obtained from rabbits immunized with non-toxin-produc- 
ing strains either as killed washed cocci or as sterilized whole 
cultures failed to stimulate the bactericidal power of normal 
blood. Sera obtained by immunizing with killed washed cocci of 
toxin-producing strains also failed to stimulate the bactericidal 
power of normal blood. On the other hand, rabbits immunized 
with sterilized whole cultures of toxin-producing strains yielded 
sera that produced a marked stimulatory effect. An experiment 
illustrating this is given here. , 


EXPERIMENT III. 
Bactericidal and population curve tests were performed by 


the same method as in Experiment I. The results are set out in 
Table V and Chart 2. 
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TABLE V. 
Rabbit sera: bactericidal test. 


A.—Using normal defibrinated blood, toxin-producing organisms, immune 
and normal rabbit sera. 








Growth in broth after explanting 
Period of incubation Immune Immune Normal 
before explanting A serum B serum serum 





30 minutes 
60 minutes 
90 minutes 
120 minutes 
150 minutes 
180 minutes G 





5 c.mm. of the original diluted culture gave 286 colonies on explantation. 


B.—Using normal defibrinated blood, non-toxin-producing organisms, 
immune and normal rabbit sera. 





Growth in broth after explanting 
Period of incubation Immune Immune Normal 
before explanting A serum B serum serum 





30 minutes 
60 minutes 
go minutes 
120 minutes 
150 minutes 
180 minutes 


MOAN NaO 
aAANDMAD 


5 c.mm. of the original diluted culture gave 227 colonies on caphantetion. 
G signifies growth in broth tube. 
— signifies no growth. 


Protection of mice was undertaken as in Experiment II. 

Sera that stimulated the bactericidal power of normal blood 
for haemolytic streptococci also afforded some protection for mice. 
Bacteriotropic sera that failed to stimulate the bactericidal power 
of normal blood in vitro were of no more avail than normal serum 
for protective purposes. 

An experiment illustrating this point is shown in Table VI, 
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TABLE VI. 


Passive protection of mice with immune rabbit sera. 





Strain 7 (toxin producer): 





Dose of cocci 0.5c¢.c. x 10° 10% 10°! 10° 10°° 107 
Mice injected witho.5c.c. S 1 S 3 Dit —_ — ——— 
Immune A serum i oe ee —S  —_—  —— 





Mice injected with 0.5 c.c. 
Immune B serum 


nw 
aD 
~ 
Nn 
nN 
N 
ioe) 
N 
—N 
we 


Mice injected witho.5c.c. S 1 St St Sit §S ~~ 
Normal rabbit serum Ste 8h 2 SS 3- OSee See Sy 

Strain 2 (non-toxin producer): 

Mice injected witho.5cc. S 1 S 1 S 3 S 4 S 4 S 6 
Immune A serum Se ae eae ae ee oe Se ee 


Mice injected witho.5c.c. -S 1 S 1 §S E 
Immune B serum S52, 88 Bot. Sea 


i 

YN 
NM 
> > 
NWN 
> N 


Mice injected with 0.5 c.c. 
Normal rabbit serum 


nN 
Yn 
_ 
WN 
nw 
N 
WN 
Ww 
ND 
wn 


S denotes death, haemolytic streptococci being recovered from the heart 
blood after death. 

D denotes death from other causes. 

— denotes animal was alive 30 days after injection. 

The cipher following the letter denotes the number of days’ survival after 
injection. 


DISCUSSION. 


The experiments quoted in this paper show that sera from 
patients infected with toxin-producing strains of haemolytic 
streptococci stimulate the bactericidal power of normal blood 
and protect mice against doses of organisms greater than the 
maximum lethal dose. These effects may be imitated by using 
sera from rabbits immunized with sterilized whole cultures of 
toxin-producing strains. The other immune sera failed to produce 
these results. But since both types of sera are equally potent in 
their bacteriotropic powers, the effective sera must possess some 
other factor responsible for their differing behaviour. The antigen 
used to produce such sera has been shown to contain matt virulent 
streptococci and toxin, and it is reasonable to suppose that the 
sera contain both antibacterial and antitoxic properties. Since 
the question whether the difference between the effect of the 
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two types of sera lies in either the combined action of bacterio- 
tropin and antitoxin or in antitoxin alone, experiments have been 
carried out in the same way as Experiments II and III, which 
show that antitoxic sera which do not contain any bacterio- 
tropins fail to afford any protection to mice. It therefore 
appears that the sera that do afford passive immunity to mice 
owe their efficiency to the combined action of bacteriotropin and 
antitoxin. Preliminary experiments also indicate that these sera 
will protect rabbits against doses of toxic filtrate in excess of the 
minimum lethal dose. 


CONCLUSIONS. 

1. Bacteriotropic sera obtained by immunizing with toxin- 
producing strains of haemolytic streptococci, under certain 
conditions stimulate the bactericidal power of normal blood, and 
afford to mice some degree of passive immunity. 

2. Bacteriotropic sera obtained by immunizing with non- 
toxin-producing strains fail to produce these effects. 
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The Significance of Recurrence in the Late Toxaemias of 
Pregnancy. 


By G. F. GipuerD, M.B., M.S. (Lond.), F.R.C.S. (Eng.), 
M.C.O.G., 
Assistant Obstetric Surgeon, Guy’s Hospital; Surgeon to Out- 
Patients, Queen Charlotte’s Maternity Hospital; Surgeon to 
Out-Patients, Samaritan Hospital for Women. 


THE facts that the toxaemias of the latter part of pregnancy are 
liable to recur and that they may in some cases give rise to 
chronic nephritis, have been confirmed by nearly all clinical 
investigators in this field. 

It is true that Theobald' has attempted in an interesting 
statistical review to show that nephritis is at least a very rare 
result of a toxaemic pregnancy. His argument, though ingenious 
and novel, is open to criticism particularly because of the in- 
herent difficulty of drawing conclusions from statistics of the type 
he has used. If it were true to assume that because the death- 
rate from nephritis in married women is only slightly greater than 
in unmarried women, pregnancy cannot, therefore, be a big 
factor in the causation of nephritis, it might be equally true to 
conclude that child-bearing itself is not a cause of death after the 
age of 30, since Theobald himself points out that the expectation 
of life for spinsters over 30 is less than for married women in 
the same age group. This last conclusion is obviously absurd, 
and it is not permissible to explain away the absurdity in the 
second case by suggesting that married women are protected in 
some way from death from other causes, unless it is also allowed 
that they may be similarly protected from death from nephritis 
due to causes other than pregnancy toxaemia. In any event, if a 
large series of cases of late toxaemia of pregnancy is followed 
over a period of many years the actual progress of chronic 
nephritis following a toxaemia can be seen, and in some cases it 
can be followed until the patient dies from uraemia. 

The recurrence rates, and the rates of incidence of chronic 
nephritis have been differently assessed by various observers, but 
when it is remembered that the term ‘chronic nephritis’ cannot 
have a precise definition, the conflicting figures which have been 
presented can be brought fairly well into line by making allow- 
ance for varying standards of nephritis, and by realizing that 
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different writers have approached the problem from slightly 
different angles. We cannot but be impressed with the almost 
universal agreement that has been reached with regard to the 
two main clinical facts. These two facts can be summarized 
broadly so as to be in keeping with almost all the recent clinical 
work from various sources. They are: 

1. The late toxaemias of pregnancy (albuminuria and 
eclampsia) sometimes give rise to chronic nephritis. 

2. The late toxaemias of pregnancy frequently recur with 
subsequent pregnancies. 

It is more important to realize the essential agreement of 
all clinical observers upon these matters of fact, since there has 
been so much disagreement about the interpretation of the facts. 

This paper is concerned mainly with the interpretation .of the 
facts, but in order to keep the facts clearly separate from the 
theory, the evidence has been put forward in a new way. 

The cases for study have all occurred in the routine practice 
of Guy’s Hospital and only patients domiciled in the district have 
been included (Class A patients in the Annual Report of the 
Maternity Department, Guy’s Hospital). By excluding all emer- 
gency cases from outside the district it is possible to have a 
series which can be regarded as an average sample of patients. 
It would have been possible to increase the number of cases 
under review by including all cases of albuminuria treated, 
but by doing so the conclusions might have lost much of their 
significance, since they would then have been based upon a 
group of patients selected especially for their severity. 

The criterion of toxaemia has been albuminuria of renal 
origin. It is true that a late toxaemia may sometimes run its 
course without albuminuria developing, but this must be very 
uncommon, and for the present purpose albuminuria is certainly 
the best single sign. Stress is laid upon the importance of 
insisting on albuminuria of renal origin, since any patient with 
pyelitis, or cystitis, may have albumin in the urine due to exu- 
dation from the lower urinary tract. I am convinced that many 
of the transitory albuminuric cases which are referred to. by 
some authors are nothing more than mild urinary infections, or 
even examples of gross contamination of the urine by vaginal 
discharge, in which an attempt has not been made to exclude the 
presence of pus before making a diagnosis. 

The patients have been drawn from 172 initially healthy 
women who suffered from a late toxaemia of pregnancy (albumin- 
uria). Of these it has been possible to examine 121 at intervals 
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GRAPHIC 


16 initially healthy patients, all of whom were the subjects 
of a toxaemia, but who were left with chronic nephritis 


following one or more toxaemic pregnancies. 
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GROUP III 


40 initially healthy patients, all of whom were the subjects 
of a toxaemia and apparently healthy in the non-pregnant 
intervals, and in whom albuminuria did not recur with 
subsequent pregnancies. 





TOXAEMIAS OF PREGNANCY 


of from two to 12 years after the first toxaemia. Thus, 70 per 
cent of an unselected series have been traced either to the ex- 
tent of a careful clinical examination, or to the finding of accu- 
rate records of the mode of death. It is clear that conclusions 
can only be drawn from the 70 per cent who have been 
examined, and it is probable, therefore, that the proportion of 
deaths shown is lower than would have been the case had all the 
patients been traced. The basis of this investigation is, there- 
fore, 121 initially healthy women, and a patient has not been 
included unless there was positive evidence that she was free 
from renal disease prior to the first toxaemic pregnancy. This 
conclusion has been reached from a consideration of her history, 
from her physical signs, and in every case from the knowledge 
that albumin was absent from her urine either before, or at the 
beginning of, her first toxaemic pregnancy. 

As I am here concerned mainly with the significance of re- 
current toxaemia and of chronic nephritis resulting from 
toxaemia, it is clear that we can study profitably only those 
patients in whom either (a) a pregnancy has been observed subse- 
quent to the toxaemic one or (b) chronic nephritis developed. 
This curtails the available number still further from 121 to gr. 

The obstetric history of each of these 91 patients has been 
depicted along a horizontal line. A square indicates a pregnancy. 
A vertically set oblong space indicates a non-pregnant interval. 
All cases have been orientated vertically about the first toxaemic 
pregnancy. A shaded square indicates a pregnancy which was 
associated with albuminuria. If there was ante-partum haemor- 
rhage (H), or an abortion (A), or a stillborn fresh foetus (S.B.), 
or a macerated foetus (M), or eclamptic convulsions (E), the fact 
is noted in the appropriate place. A completely blank square 
indicates a pregnancy which was normal in every way, and 
which resulted in the birth of a living child. 

If in the non-pregnant interval the patient was apparently 
healthy—i.e. did not show any signs of chronic nephritis—the 
oblong space is completely blank. If, however, she showed 
definite signs of chronic nephritis in the non-pregnant interval 
the space is shaded. If there was any doubt as to the diagnosis 
in such cases the fact is noted by insertion of “‘ ( ?).’’ 

In a few cases no records of a pregnancy have been available, 
in which case ‘‘ (?)’’ has been inserted in the appropriate place. 

The cases have been divided into three groups merely as a 
matter of convenience and the grouping is based entirely upon 
the end-result. That such a grouping does not imply three different 
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types of initial toxaemia must be emphasized particularly be- 
cause the classification of Stander and Peckham’ (into four 
groups) though based upon end-resuits, is interpreted by 
those writers as indicating four different types of toxaemia. As 
James Young’ has argued, there is not any sufficient reason for 
regarding the toxaemia as fundamentally different in any of these 
groups, and I cannot stress too strongly that I hold the view 
that all the patients in this series were suffering from the same 
type of disease, that all were initially healthy, and that the subse- 
quent differences which enable us to group them into three classes 
are due to different end-results of the one disease. The classifica- 
tion of Stander and Peckham may possibly be justified so long 
as its tentative nature is realized (as is clearly the case with 
its originators), but its general adoption can serve only to blind 
less astute observers to the presence of an unsolved problem. 
Classification at this stage of our knowledge may achieve a mental 
tidiness at the expense of breadth of outlook. It may add a 
suggestion of finality and certainty, when in fact nothing but 
uncertainty exists. 

The diagrams help to illustrate the following facts :—(a) 
Thirteen patients developed a definite chronic nephritis. In nine 
cases this was evident after the first toxaemic pregnancy, in two 
cases only after the second toxaemic pregnancy, and in two cases 
only after the third toxaemic pregnancy. In addition to this there 
were three patients with some signs suggestive of a chronic renal 
lesion, but in whom there was not sufficient evidence to make 
a definite diagnosis of nephritis. It will be noted that three of 
the patients who developed chronic nephritis are known to have 
died from uraemia. If the 13 patients who developed chronic 
nephritis are taken as a proportion of the 91 patients this gives 
an incidence of chronic nephritis of 14 per cent. As, however, 
the 91 patients have been selected from 121 (for reasons already 
given) it may seem to some correct to use the latter figure 
in calculating the incidence of chronic nephritis, i.e. 11 per cent. 

(b) Out of gt initially healthy women who suffered from a 
toxaemia and who became pregnant again 35 (38 per cent) had a 
recurrence of albuminuria with one or more subsequent preg- 
nancies, and yet did not show any signs of permanent renal 
damage in the non-pregnant intervals. Furthermore, a study of 
the diagram shows the very importat point that the majority of 
the patients in this group habitually had a toxaemia with all sub- 
sequent pregnancies. To be sure, out of 81 subsequent preg- 
nancies (three in which there are no records are ignored) albu- 
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minuria occurred in 54, and in 19 only was the pregnancy 
apparently normal in every way. Here is a group of patients 
who, having had one toxaemic pregnancy, are particularly 
likely to suffer from recurrence of the toxaemia with every subse- 
quent pregnancy, although they appear to be free from any 
renal disease in the intervals between successive pregnancies. 
The diagram shows precisely the exceptions to this generali- 
zation, but when allowance is made for the possibility of an 
albuminuria occasionally passing undetected, and for exceptions 
that must occur in any attempt at crude clinical classification, 
we have in Group II a type of patient who has in her some 
factor which is constantly present, and which predisposes her 
to albuminuria with all subsequent pregnancies. 

(c) Out of 91 initially healthy women who suffered from 
toxaemia and who became pregnant again, 40 (44 per cent) had 
a number of subsequent pregnancies without any recurrence of 
the albuminuria. In none of these patients was there any sign 
of renal damage in the non-pregnant intervals. There were 67 
subsequent pregnancies and in none was albuminuria detected. 
These 67 pregnancies resulted in 60 living children, one 
macerated foetus, and six abortions. Here is a group of patients 
who, having had one toxaemic pregnancy and being free from 
signs of renal disease afterwards, are not in any way predisposed 
to a recurrence of the toxaemia, nor to its associated accidents, in 
subsequent pregnancies. 

(d) All the patients in the three groups were healthy women 
before their first toxaemia. 

(e) All apparently suffered from the same type of toxaemia in 
the initial attack. 

From a consideration of the facts presented, and from our 
present-day knowledge regarding the aetiology of the toxaemias, 
it is clear that there are two major problems awaiting solution. 
We are always faced with the question, ‘“What is the cause of 
the toxaemia?’’ but even supposing that this question can be 
answered, there still remains the second -question, ‘‘What is the 
cause of the recurrence of the toxaemia in the group in which 
recurrence is such a constant feature ?’’ These two questions are 
essentially different, and it is not sufficient to assert, as does 
James Young, that the cause of the recurrent attack is the same 
as the cause of the initial attack. In the sense that one may say 
the cause of a first attack and of subsequent attacks of tonsillitis 
is the same, i.e. bacterial infection, this assertion will not be 
disputed, but just as one looks for some constantly present 
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predisposing factor in patients who habitually develop sore 
throats, so it is necessary to look for some analogous additional 
factor to account for those patients who habitually develop 
albuminuria with their pregnancies. The ultimate cause, or 
group of causes, may be the same whether it is the initial or the 
recurrent attack; but since one group of patients who have had 
one typical toxaemia consistently have normal pregnancies after- 
wards, we must look for some additional predisposing factor to 
account for consistently recurring toxaemia in the less fortunate 
group. In seeking an explanation of the fact of recurrence in 
one group, we must not ignore the equally important fact of 
non-recurrence in another group. 

The theory of occult nephritis which I put forward in 1929* 
is an answer to one only of the two questions. It is an attempt 
to explain the reason for recurrence of the toxaemias in certain 
patients, and is not in any way meant to explain the ultimate 
cause of the toxaemias. Indeed, the conception of occult 
nephritis as the cause of the recurrence is compatible with any 
theory which may be held to explain the cause of the toxaemia. 

It is clear that from 11 to 14 per cent of initially healthy 
women developed an obvious chronic nephritis as the result of 
one or more toxaemic pregnancies. I have suggested that 
although the remainder may appear healthy in the interval 
following the first toxaemia, yet a further proportion (the 38 
per cent in Group II) have in fact received permanent renal 
damage which is not demonstrable by clinical tests, but which 
nevertheless predisposes the patient to a recurrence of the 
toxaemia with every subsequent pregnancy. This renal 
damage--demonstrable only when the patient becomes pregnant 
again, by determining a recurrence of the toxaemia—I have 
referred to as occult nephritis. It is this occult nephritis, the 
aftermath of the first toxaemia, which is the constantly present 
factor predisposing in some way to recurrent attacks. 

In support of this view it is useful to consider the essential 
attributes which the factor determining recurrence must have in 
order to fulfil the known clinical facts. 

(a) It must be an acquired factor, since some of the patients 
do not exhibit the phenomenon of recurrence until late in their 
child-bearing life. 

(b) Once acquired it must be constantly present, since patients 
having one recurrence tend subsequently to have further recur- 


rences. 
(c) It cannot be precisely the same factor as is responsible for 
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the first toxaemia, since there is a well-defined group of patients 
(Group III) who, having had one toxaemic pregnancy, subse- 
quently do not show any tendency to recurrence. 

Occult nephritis will satisfy all three essential conditions, and 
will fit in with all the facts we observe when we trace the history 
of a patient who is apparently healthy in the intervals between 
her pregnancies, and who yet develops a toxaemia with every 
pregnancy. In support of this view F. J. Browne’ has supplied 
experimental evidence in animals that an occult nephritis may 
exist upon an anatomical basis, and be associated with recurrent 
albuminuria during pregnancy, with an albumin-free urine in the 
non-pregnant intervals. 

The evidence that this occult renal damage is caused by the 
first toxaemia which the patient suffers is to be found in a clinical 
observation which I have previously published,* namely that the 
incidence of recurrence in a group of initially healthy women can 
be favourably influenced by cutting short the length of the first 
toxaemia by induction of premature labour. The incidence of 
patent chronic nephritis can also be reduced by precisely the 
same precaution. This observation has since been confirmed by 
Arwyn Evans.* Just as there is a definite correlation between 
the duration of the first toxaemia and the incidence of recurrent 
albuminuria among patients who are apparently free from renal 
disease after delivery, so there is a similar connexion between 
the duration of the first toxaemia and the incidence of patent 
chronic nephritis. It is difficult to escape the conclusion that the 
factor determining recurrence is indeed a chronic nephritis (of a 
degree which cannot be detected by ordinary clinical tests) which 
has been caused by the first toxaemia, and when it is realized 
that some of these apparently healthy women do develop a 
patent chronic nephritis after two or more toxaemic pregnancies 
(cases 4, 5, 14 and 16 in Group | of the diagram) we have a 
clear demonstration of the occult disease passing into the obvious 
chronic nephritis. 

The theory of occult nephritis which I have put forward has 
been criticized by James Young,’ and as his work, in elucidating 
the problems associated with the toxaemias of pregnancy, has 
been such a source of inspiration to all students of the subject, 
I am anxious to indicate if possible the ways in which my own 
views may appear less incompatible with his work than he 
himself seems to suggest. His criticism of the point of view 
which I have put forward lies in three main directions. 

In the first place he states that ‘‘the factor that determines 
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the recurrence is the unknown factor that determines the initial 
attack’’. I have already given the reasons for believing that 
there must be some additional factor among the group of patients 
who habitually have recurrence of toxaemia, which is not present 
among the group in which one toxaemia is followed by a 
sequence of consistently normal pregnancies. To state that the 
cause of the initial attack is the same as the recurrent attack does 
not take into account those patients in whom recurrence is not a 
feature. 


In the second place James Young takes exception to my 
statement that ‘‘recurrent albuminuria is merely the result of a 
subliminal pregnancy toxaemia acting in a patient with a low- 
grade nephritis’. His objection is that ‘‘it presupposes that the 
recurring toxaemia is always (italics mine) subliminal and can 
reveal itself only by virtue of the co-existing renal disease, 
whereas if we postulate a primary toxaemia at all we must admit 
that it may occur in all degrees from the slightest or subliminal 
up to the most fulminating and fatal’’. I have never held that 
the recurring toxaemia is always subliminal, nor do I hold that 
it must necessarily be explained as a simple summation of a 
toxaemia and a chronic nephritis. In my anxiety to avoid 
prejudice in the issue about the cause of recurrence I have 
purposely avoided any discussion of the various theories as to 
the aetiology of the toxaemias. These are two separate prob- 
lems, and I have never attempted to make any contribution to 
the latter. In order to make the position clearer, it is worth 
considering the theory of occult nephritis as the cause of the 
recurrence, in relation to the theory of the cause of the toxaemia 
as put forward by James Young in 1914.’ According to this 
the toxaemias are due to absorption by the mother of breakdown 
products from the chorionic villi, the blood-supply of which has 
been interfered with in some way. If we accept this view we can 
explain the occurrence of a first attack of toxaemia by assuming 
one of many possible accidents to the maternal circulation at the 
placental site—but essentially an accident, and non-specific in 
nature. If the toxaemia does not leave any permanent renal 
damage the patient will not have a toxaemia with subsequent 
pregnancies, because the chances of a similar non-specific 
accident occurring twice in the same patient are so remote. If, 
however, the first toxaemia leaves her with a permanent renal 
lesion, this lesion of itself may act in some specific way in 
causing placental damage with every subsequent pregnancy. 
The extent of this damage may vary, and its relation to sur- 
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rounding sinuses may vary in different pregnancies, so that the 
severity of the recurring toxaemias may vary from the slightest 
to the most severe; but the constant factor which determines the 
recurrence is the renal lesion. It is not possible to suggest the 
precise way in which this renal lesion could affect the vitality of 
the chorionic villi. It might be that some toxic substance in the 
mother’s blood acted directly on the villi, or indirectly by causing 
a disturbance in the circulation through the sinuses; or it might 
be that some more obscure metabolic results of the chronic renal 
lesion were responsible for the death of the villi. 

For the purpose of the present discussion the precise method is 
unimportant; it is merely my purpose to show that the assumption 
of a nephritis as the cause of recurrence is not incompatible with 
the theory of the aetiology of the toxaemias as put forward by 
James Young in 1914. To take but one other example of how 
the theory of occult nephritis may be associated with other 
theories of the cause of the toxaemia, the most recent suggestion 
of Anselmino and Hoffmann* may be considered. These 
observers have put forward the suggestion that the toxaemias are 
due to excess of certain pituitary hormones in the blood. What- 
ever the ultimate cause of this excess, we can look upon it as due 
to an unfortunate set of circumstances rather than to any single 
specific cause: so that we can explain those cases in which a 
patient has one attack of toxaemia followed by normal preg- 
nancies, by saying that this patient has been unfortunate on one 
occasion. She is very unlikely to be unfortunate on two 
occasions. If, however, she develops a chronic nephritis, or an 
occult nephritis, as the result of her first toxaemic pregnancy, 
she has a permanent specific cause which may predispose her to 
excess of these hormones—possibly because her damaged kidneys 
make it difficult for her to excrete them at the normal rate. 
Although, therefore, such hormones may not on subsequent 
occasions be produced in abnormal quantities, they will grad- 
ually accumulate above the normal level in the blood, and there- 
fore give rise to recurrent toxaemias with every pregnancy. 
Thus, although the cause of the toxaemia is the same in the 
initial and in subsequent pregnancies, i.e. excess of pituitary 
hormones in the blood, the ultimate cause of the recurrence of 
the toxaemia is to be found in the renal lesion. 

From the foregoing discussion it is clear that whether we 
regard recurrent toxaemia as a simple summation of an occult 
nephritis, and a subliminal toxaemia as due to breakdown 
products of chorionic villi which have been killed directly or 
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indirectly by an occult nephritis, or as due to excess of pituitary 
hormones which cannot be properly excreted by damaged 
kidneys, it is still possible to recognize a constant specific factor 
which is responsible for the recurrence—a nephritis, occult or 
patent. 

In the third place, James Young has stated that in some 
patients, in whom recurrent attacks of toxaemia have occurred, 
“if they succumb to a fatal attack, there may, at the post-mortem 
examination, be found the usual acute secondary nephritis with- 
out any evidence of a chronic change’’. Although I have for 
some time tried to collect post-mortem evidence on this point, I 
have as yet been unable to accumulate sufficient to warrant an 
opinion of my own, because of the difficulty of getting material 
in cases in which accurate records of previous pregnancies and 
of non-pregnant intervals are available. Such data are of the 
greatest importance, and if it can be definitely established that 
the patients I have described as suffering from occult nephritis 
have in fact kidneys in which there is not any evidence of chronic 
change at post-mortem, then it is clear that the conception of 
occult nephritis must be abandoned. 

In criticizing the views put forward by James Young tec 
account for the phenomenon of recurrence, I have in a previous 
paper referred to the specific unknown factor which he postulates 
as an inborn factor, and he takes exception to my use of this 
term to describe a factor which, as he emphasized, may be 
acquired. I have used the term ‘“‘inborn’’ to indicate that the 
factor postulated by him is necessarily present before the first 
toxaemic pregnancy, in contra-distinction to my own view that 
the factor responsible for recurrence is ‘‘acquired’’ during the 
first toxaemic pregnancy. After his criticism I realize that my 
use of the word ‘“‘inborn’’ in this sense was unfortunate, and 
likely to give a wrong impression of my interpretation of his 
writings. The same writer also complains that I have implied 
that his ‘‘specific unknown factor’’ is a new factor. If it is not 
a new factor, it is at least the old factor with new attributes. Two 
of its essential attributes are its specificity and the fact that once 
present it stays with the patient throughout her child-bearing life. 
These attributes are essential to explain the facts of recurrence. 
In 1914, in his original paper on the cause of the toxaemias, 
James Young did not find any necessity to postulate any 
unknown specific factor. The cause of the interference with 
the placental circulation which caused death of the villi was 
certainly not a specific one. I maintain, therefore, that in 
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attempting to bring the more recent discoveries concerning 
recurrence into the picture, he has postulated a factor which he 
did not find any need for in 1914, and the only necessity for 
introducing the specific unknown factor is in order to account for 
the recurrence of the toxaemias. 


CONCLUSIONS. 

In putting forward an extension of the series of cases already 
published, the graphic method has been introduced with a view 
to clarifying the points at issue. It shows at a glance that a first 
toxaemia may affect a previously healthy patient in one of three 
ways. It may immediately give rise to an obvious chronic 
nephritis. It may be followed by more or less habitual recurrence 
of the toxaemia with subsequent pregnancies, with apparently 
normal kidneys in the non-pregnant intervals. It may leave the 
patient entirely normal, and not in any way predisposed to 
recurrence with subsequent pregnancies. The fact of recurrence 
has received so much attention of late that particular attention is 
given to the fact of non-recurrence in a very definite group of 
patients, and it is of the utmost importance not to ignore this last 
group in seeking an explanation for the phenomenon as a whole. 
The diagrams show clearly that there is something radically 
different between the patients in the recurrent group and those 
in the non-recurrent group. 

The conception of an occult nephritis brought about by the first 
toxaemia as the cause of the recurrence will explain all the 
clinical facts that are known. Furthermore, an attempt has been 
made to show that this theory is not incompatible with various 
theories as to the cause of the toxaemias in general. It is 
complementary to any such theory, and is not to be interpreted 
as an explanation of the cause of the toxaemia. It is an 
explanation of the cause of the recurrence only. 

The theory of occult nephritis is the result solely of clinical 
observations which are now sufficiently extensive to be useful. 
Whether or not it can be supported by anatomical post-mortem 
evidence remains to be seen. The difficulty of collecting such 
evidence is so great that I am not yet prepared to draw definite 
conclusions from such as has already been obtained. 

The explanation of recurrence of the late toxaemias of 
pregnancy is of more than academic interest. If recurrence is 
due to an occult nephritis caused by the first toxaemia (and not 
otherwise), then it is rational to consider whether recurrence can 
be prevented by greater diligence in the treatment of the first 
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toxaemia. It is largely on this account that I have since 1928 
urged the early induction of labour in the first toxaemia, in order 
not only to diminish the 10 to 15 per cent risk of chronic nephritis, 
but also to diminish the 40 to 50 per cent risk of an occult 
nephritis which will lead to subsequent recurrence of the toxaemia 
with future pregnancies. 
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In September 1930, the following patient came in for consulta- 
tion. A heavily built woman, with swelling below the lower 
eyelids and of the dorsum of the hands and feet, not pitting on 
pressure, aged 28, complained of pain in the long bones and 
joints and of repeated abortions. On examination, the skin was 
rough, dry and scaly, her tongue thick and indented by the teeth, 
her articulation was slow and difficult, her pulse-rate was 60 per 
minute. The patient complained of always feeling dull and 
drowsy, never perspired and was very sensitive to cold; she 
had also noticed that her hair was falling out. 

When she was seven years of age, the patient had, all over her 
body, multiple boils from which she suffered for nearly a year. 
The boils took a long time to heal. On account of a few boils she 
had on her hips, disuse atrophy of the muscles of her lower 
extremities set in, and it took her nearly three years to regain the 
use of her legs. 

Her blood was examined for the Wassermann and Khan 
‘reaction, with negative results. Her urine was normal. 

The patient was put on desiccated thyroid extract, } grain, 
three times a day. There was rapid improvement within a week, 
the symptoms reappearing when the treatment was stopped by 
the patient. Thyroid therapy was therefore continued perma- 
nently. She became pregnant in November 1930, and this time 
went to term and was delivered of a male. child in August 1931. 
After delivery, the patient discontinued the thyroid therapy, and 
then noticed that there was a spontaneous and frequent flow of 
milk in such profuse quantities as to soil her clothes and wet the 
bed. Occasionally, there was intense nausea, followed immedi- 
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ately after by the squirting of milk from the breasts, with the 
subsidence of the symptom of nausea. Four months after 
delivery, the child began to show signs of trouble. There was 
great difficulty in the passage of urine, attended with consider- 
able pain, and when the agony was at its height, a small 
quantity of urine would be squirted when the bladder was 
perceptibly distended. Not finding any relief from the ordinary 
urinary sedatives, the patient consulted us again, and was put 
on thyroid therapy. The spontaneous flow of milk ceased, and 
with it the troubles of the child also disappeared. 

The milk was yellow in colour and a creamy layer formed at 
the top on being allowed to stand for a few minutes, leaving a 
thin fluid below. The percentage of fat in the milk was 4.2, 
about 0.8 per cent higher than the normal. Excepting for this 
single variation, its composition otherwise conformed to the 
normal, the protein being 1.6 per cent, the sugar 6.1 per cent 
and the ash 0.2 per cent. 

It was argued that something in the system which caused 
nausea to the mother, was probably also responsible for the 
violent contractions of the bladder in the baby, and it was likely 
that this was due to the action of this substance both on the plain 
muscle fibres of the breast forcing the milk from the glands, and 
also on the muscle fibres of the bladder, producing a violent con- 
traction, at the height of which a little urine forced itself through 
the sphincter. 

Since the hormone of the posterior lobe of: the pituitary 
gland is known to possess the property of stimulating plain 
muscles, including those of the gastro-intestinal tract and the 
breast, thyroid administration was stopped for a few days and 
the milk examined for the presence of this hormone, with 
normal human milk as control. This was done by the method 
described by Burn and Dale, testing its presence on a guinea- 
pig’s uterus. Instead of using guinea-pigs before the occurrence - 
of the first oestrus cycle, the maturer animals were used during 
the period of anoestrous. The animals used weighed on an 
average 250 grammes. Burn advocates the use of a full horn 
for a test. Our experience is that if a full horn is used, the 
height of the rise of contraction is so great that it takes an 
excessively long time to relax. Segements of horn about 
1 cm. long give very satisfactory results. We also found 
that 15 minutes is too short a time for the uterus to relax 
when suspended in oxygenated Ringer’s solution. The bits of 
horn have to be well weighted and allowed to remain for more 
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than half an hour to relax fully; and if this precaution is not 
observed, the results are unreliable. Instead of using the per- 
fusion apparatus described by Burn and Dale’ we used an 
apparatus devised jointly by one of us (K. Venkatachalam) and 
Dr. C. Vareed of the Madras Medical College. Except for these 
deviations, the method adopted was the same as that described 
by Burn. (A description of the apparatus used is given as an 
appendix.) 

The tone and automatic contractions of the guinea-pig’s uterus 
were increased when 8.5 c.c. of milk from the hypothyroid 
patient were added to the oxygenated perfusing fluid in which the 
uterus was suspended (Plate Ia). This action on the uterus was 
not marked when even 10 c.c. of milk from a normal lactating 
woman, five months after parturition, was added to the perfus- 
ing fluid (Plate Ib), though milk from a woman 15 days after 
delivery stimulates the contractions of the uterus to a slight 
degree (Plate Ic). The guinea-pig’s uterus was not stimulated 
to activity as in Plate Ia by the addition of 8.5 c.c. of milk from 
the hypothyroid patient after the patient had been on thyroid 
treatment for a week (Plate Id). 

The contractions of the uterus induced by the milk of the 
hypothyroid patient resembled those obtained by the addition 
of pituitrin to the perfusing fluid. If the uterus-contracting factor 
in the milk is pituitrin, and if the difficulty of micturition in the 
baby is, as was supposed by us, due to this, injections of pituitrin 
in an experimental animal must be capable of inducing the vesi- 
cal conditions, analogous to those from which the baby suffered 
as a result of imbibing milk from the hypothyroid mother. 
Experimental confirmation of the supposition was obtained by 
the following method. 

A male cat, 2.3 kilogrammes in weight, was anaesthetized 
with chloralose and cannulae were introduced into the urinary 
bladder and the urethra. The bladder was connected to a 
recording tambour and the urethral one to a drop counter. A 
carotid cannula was inserted to record the blood-pressure. An 
injection of 0.25 c.c. of pituitrin into the femoral vein was made. 
Soon after the injection a volume of the bladder began to 
increase with the rise of the blood-pressure, the record showing 
slight stimulation of vesical contractions, and about a minute 
later the flow of urine was increased (Plate II). The increased 
flow of urine lasted for about two minutes, and after this it 
began to decrease. The bladder-volume came down with the 
blood-pressure, to rise again gradually until, about six minutes 
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after the injection, it came to the level of the previous rise. 
From this time onwards, the level of rise was steadily maintained 
and the vesical contractions began to be more and more active. 
With the increase in the bladder-volume and the stimulation of 
its contractions, flow of urine began getting less and less until at 
last the flow of urine could be noticed only when the vesical 
contractions reached the maximum points. Half an hour after 
the injection of pituitrin, the contractions of the bladder became 
violent and frequent, while the drops of urine were fewer in 
number though they came out in quick succession during the 
height of each vesical contraction (latter part of Plate II). 

As a matter of fact, it was only when the results of our experi- 
ments made us think that the baby ought to have had an escape 
of urine in quick succession during the violent contractions of the 
bladder, we elicited from the parents the fact that the baby used 
to have squirtings of urine when it was having paroxysms of 
pain. 

DISCUSSION. 

There is recognition of an inter-relation between the thyroid 
gland and the functions of reproduction in the female. The gland 
is relatively larger in women than in men and the conspicuous- 
ness and relative size of the feminine thyroid are more marked 
after puberty than before.’ In every intermenstrual interval, with 
the atresia of the follicles after menstruation, theca interna lutein 
bodies and interstitial tissue appear to be produced and these 
stimulate the anterior pituitary hormone of the hypophysis to 
activity which, in its turn, not only encourages further produc- 
tion of theca-lutein bodies, but also causes hypertrophy of the 
thyroid gland. There exists a parallelism between the tendency of 
certain anterior pituitary preparations to inhibit full growth of 
the follicles and to intensify follicular atresia, to produce theca- 
lutein bodies and interstitial tissue on the one hand, and to induce 
hypertrophy of the thyroid on the other. This suggests that the 
substance causing thyroid hypertrophy and the luteinization of 
the ovary are identical.° The thyroid that is thus hypertrophied, 
together with the luteal hormone of the anterior pituitary, causes 
further atresia of the follicles. This condition is reversed with the 
onset of menstruation and lasts for a fortnight, during which 
time there is follicular predominance and decline in the size and 
and activity of the thyroid. Thus during the sexual life of a non- 
pregnant woman, the thyroid hypertrophies with follicular 
atresia and regresses when follicular activity again sets in with 
menstruation. This periodic hypertrophy and regression of the 
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thyroid causes the rhythmical changes in the sexual physiology 
of women during their intermenstrual intervals and their mens- 
trual periods and probably accounts for Krishnan’s* finding that 
the basal metabolic rate tends to reach a low level during and 
following menstruation and is high preceding the period. 

This process of luteinization of the ovary, anterior pituitary 
activity and thyroid hypertrophy appear to be intensified in 
pregnancy, when an increased basal metabolic rate is required to 
supply the demands of the mother’s body as well as that of the 
growing foetus. Brown’ has observed that the rate of meta- 
bolism is. increased in normal pregnant women. Litzenberg and 
Carey® found that lowered metabolism interfered with the 
continuance of pregnancy. The hypertrophy of the thyroid in 
pregnant women has been noted even by lay people. The 
increased girth of the neck due to the enlargement of the gland 
and the resulting inadequacy of the collars ordinarily worn, 
used to be considered as a sign of pregnancy. The increase 
in the size of the thyroid gland observed in pregnant 
women is an expression of the physiological activity and 
storage of the iodine-containing secretion. Anselmino and 
Hoffman’ have demonstrated the presence of a substance 
identified as thyroid hormone in the blood of pregnant 
women from the second month of pregnancy onwards. This 
substance, when injected into mice, diminishes the glycogen- 
content of the liver and increases in concentration during the 
course of pregnancy. Post-partum, it decreases in quantity and 
on the eighth day after delivery, it completely disappears. 
According to Bokelmann and Scheringer,* in pregnancy, the 
iodine content of the blood is relatively high from the second or 
third month, increases rapidly till the seventh month, remains at 
the same level till the ninth month, falls slightly in the last month 
of pregnancy, and very gradually falls after delivery. From the 
seventh month onwards, and synchronous with the time when 
the iodine content of the blood has ceased to increase, there is 
observed in some women a shedding of superfluous hair—a sign 
of hypothyroidism—and the appearance of small uterine pains 
off and on, are observed in certain individuals. The latter 
symptom is probably due to the escape into the blood of 
minute traces of posterior pituitary secretion—also a result of 
insufficient activity of the thyroid. Whenever there is a lack 
of thyroid or insufficient thyroid activity, there is always to be 
found in the blood an excess of posterior pituitary secretion. 
Herring’ has noticed that the final product of the posterior 
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pituitary secretion is grately increased after thyroidectomy and 
this has been confirmed by later observers. Mott has made 
a similar observation with regard to a case of myxoedema.*° 
Thus the thyroid appears to exercise a controlling influence 
over the escape of posterior pituitary secretion into the 
circulation. Thus it- appears that as long as the iodine 
content of the blood of a pregnant woman with a normal thyroid 
remains high, the posterior pituitary secretion is kept out of the 
circulation, appears in traces when the thyroid activity is on the 
wane, bursts out of control when the iodine content of the blood 
falls below a certain concentration, and enters into circu- 
lation in quantities sufficient to cause the labour pains at 
term. Defibrinated blood from a woman in labour exhibits 
oxytocic properties not to be found in the blood of men 
or of women a week after delivery; and transfusion of citrated 
blood of women in labour to women in the last stage of pregnancy 
produces symptoms of labour and delivery in 60 per cent of 
cases."" Mayer’* has found that human cerebrospinal fluid 
obtained by lumbar puncture during labour, stimulates uterine 
action when injected intravenously into patients with deficient 
labour pains and attributes the result to its containing the active 
principle of posterior pituitary. 

Cases are on record in which pregnancy has been found to be 
maintained in the absence of the ovary, or after thyroidectomy, 
or without the pituitary gland. The ovary, besides supplying the 
initial luteal tissue essential for the development of the preg- 
nancy-cells in the anterior lobe of the pituitary, does not seem to 
perform, during pregnancy, any other function that cannot be 
taken up by corpus leteum. Allen and Corner’’ castrated 
female rabbits eighteen hours after mating and were able to 
maintain the pregnancy till term by injections of corpus luteum. 
When anterior pituitary has been removed, the thyroid hyper- 
trophies."** ** In cases of partial thyroidectomy, there is 
hypertrophy of the remnant and this hypertrophy is not noted 
when anterior pituitary hormone is administered.’* An excess 
of anterior pituitary inhibits posterior pituitary secretion’’ and 
is also capable of stimulating to activity the corpus luteum 
which itself has been demonstrated by Knaus’* to: be physio- 
logically antagonistic to posterior pituitary and is, therefore, 
likely to maintain pregnancy. Thus in cases of thyroidectomy, 
even though accessory thyroids are not present, or small bits 
of thyroids capable of meeting the requirements of metabolism 
are not left behind after tse operation, the anterior lobe of the 
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pituitary appears to be capable of compensating for the loss of 
the thyroid by hypertrophying and sending into the blood- 
stream the necessary secretion to stimulate the corpus luteum 
and to keep out the posterior pituitary secretion from the 
circulation. For the continuance of a normal pregnancy 
to term, the co-ordinated and the augmented functions of 
the luteum-stimulating hormone of the anterior pituitary 
and the thyroid seem to be essential and if one of these 
is lacking, there appears to come into existence a compensatory 
mechanism whereby the other hypertrophies and makes good the 
loss. If this compensation fails, pregnancy is likely to be 
terminated. 

Thus, the thyroid seems to be one of the main factors con- 
cerned in the maintenance of pregnancy to term. To augment the 
metabolic rate in pregnancy, the thyroid begins to hypertrophy 
from the second month onwards to the seventh month, from 
which period to the ninth month, it remains stationary and 
begins to regress at the end of pregnancy. When it is hyper- 
trophying, the posterior pituitary appears to be kept in check; 
if not, the posterior pituitary, by itself, is capable of decreasing 
the basal metabolic rate.'* The lack of hypertrophy of the 
thyroid from the seventh to the ninth month manifests itself in 
the shedding of superfluous hair in some women and the escape 
of traces of posterior pituitary secretion in the blood, causing 
the small pains felt off and on by certain individuals, during 
the later months of pregnancy. At the end of pregnancy, re- 
gression of the thyroid removes the check so far exercised on 
the posterior pituitary which, as it were, bursts out of control 
into the circulation and produces the labour of pains. 

Apparently, the thyroid of the patient, referred to at the begin- 
ning, had become grossly deficient as a result of the suppurative 
process the patient was suffering from when she was seven years 
of age, and the compensatory mechanism failed to respond as a 
result of continued demands on it over a long period. During the 
pregnancy this inadequate thyroid, without the compensatory 
mechanism, was not able to prevent the escape of posterior 
pituitary secretion into the circulation. Premature escape of this 
substance probably stimulated the uterus to activity and termin- 
ated the previous pregnancies. When thyroid was administered, 
in addition to relieving the other symptoms of hypothyroidism, 
pregnancy was maintained to term and a healthy baby was born. 
When after this, thyroid was withheld, the check necessary to 
keep the posterior pituitary gland under control was lacking and 
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the secretion was off and on leaking into the circulation, mani- 
festing its presence by the nausea produced in the mother by 
the pituitrin-stimulation of the smooth muscles of the stomach, 
and by the squirting of milk by its stimulating action on the 
smooth muscles of the breasts. The contraction of the muscles 
of the breasts so induced seems to have been so strong as to 
have squeezed out all the milk from the breasts, leaving, 
therefore, none for the baby when applied to the breasts 
immediately afterwards. Since the nausea disappeared soon 
after the flow of milk, the milk was searched for the presence 
of pituitrin and it has been found that this milk, so late as 
five months after the birth of the baby, is capable of inducing 
contractions of the guinea-pig’s uterus. It has also been found 
during the investigation that milk of normal women also contains 
this substance for a few days after delivery. This is probably 
to help the involution of the uterus, and is under further investiga- 
tion. 

This substance in the milk of our patient disappeared to an 
appreciable extent after the administration of thyroid, thus show- 
ing that thyroid has a controlling influence on the escape of this 
substance into the circulation. With the disappearance of this 
substance from the milk of the mother the troubles of the baby 
also ceased. 

Since vesical contractions analogous to those found in the 
baby are produced in an experimental animal by the injection of 
pituitrin, it is clear that the substance in the milk of the mother 
is identical with pituitrin. On the administration of pituitrin to 
the animal, the increased flow of urine occuring soon after the 
injection becomes markedly less in a short time, and with this, 
the volume of the bladder and the vesical contractions increase 
gradually without there being any relief in the outflow of urine. 
The opening of the sphincter, which normally takes place during 
the contraction of the fundus of the bladder, is prevented in this 
case to a very great extent by the action of pituitrin on the 
sphincter. Thus, while the bladder is full and is contracting 
vigorously, the sphincter is also contracted, affording no relief to 
the full and contracting bladder, with the result that more and 
more vigorous contractions are induced in the bladder, only 
small quantities of urine escaping in quick succession and in 
squirts during the height of each vesical contraction. 


SUMMARY AND CONCLUSIONS. 
1. A rare case of thyroid deficiency in a woman, giving rise, 
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in addition to the other symptoms of hypothyroidism, to repeated 
abortions to spontaneous flow of milk in the mother and to 
vesical troubles in the baby, has been described. 

2. Experimentally it has been shown that the milk of the 
hypothyroid woman contains a substance capable of inducing 
contractions of a guinea-pig’s uterus at a period of lactation 
when the milk of normal women does not show evidence of its 
presence. 

3. This substance has been found to be identical with 
pituitrin. 

4. This substance is also found in normal women till a few 
days after delivery, probably to help involution of the uterus. 

5. The probability of hypothyroidism being one of the 
causes of frequent abortion, and the effect of pituitrin on the 
volume of the bladder and its contractions, are discussed. 

6. A new apparatus for the perfusion of isolated organs is 
described. 


Since this case came under our observation, four more 
cases of frequent abortions in hypothyroid women have been 
successfully treated by thyroid medication. 


APPENDIX. 


A DESCRIPTION OF THE PERFUSION APPARATUS USED FOR 
TESTING THE PRESENCE OF PITUITRIN IN MILK. 


The newly devised apparatus (vide diagram) consists of a 
jacketed glass vessel of two litres capacity with a stop-cock at 
the bottom, to which are connected by means of a Y-tube and 
shortest possible lengths of rubber tubing, two I00 c.c. jacketed 
tubes of cylindrical shape* and provided with three-way stop- 
cocks at the bottom enabling connexion to be made either with 
the reservoir or the outlet tube. Ringer—Locke solution is placed 
in the two-litre vessel and can be allowed to flow into one or both 
of the perfusion tubes by adjusting the respective three-way stop- 
cocks at their ends. The fluids in the perfusion vessels can be 
drained out after the experiment by simply rotating the stop- 
cocks so as to connect them with the outlet tube. Fresh perfusion 
fluid at the optimum temperature can be drawn into the 100 c.c. 
tubes immediately for another experiment from the two-litre 
reservoir by adjusting the three-way cocks to make the necessary 
connexion. The temperature of the perfusing fluid in the two- 
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litre vessel and the 100 c.c. tubes is raised to 37° C, by circulating 
warm water through the jackets of the 100 c.c. tubes and of the 
reservoir. Warm water is obtained by leading water from the 
tap through an adjustable rheostat* with inlet and outlet tubes. 
The temperature of the fluid in the perfusion vessels can be main- 
tained constant merely by adjusting the flow of water from the 
tap into the rheostat and by manipulating the length of the 
electrical resistance. It has been found that by this procedure the 
fluid in the perfusion tubes can be raised to the necessary tem- 
perature and made ready for the experiment in about a quarter 
of an hour. In cold weather, it may be necessary previously to 
warm up the perfusion fluid to the desired extent, as thereby 
waste of time will be avoided over the preliminary heating of 
the fluid in the glass reservoir. Oxygen is led into the 100 c.c. 
tubes by means of glass tubes to which are fused at the ends 
bent platinum wires for fixing the tissues. Of the two tubes, 
one contains only the perfusing fluid, and the other may be 
used for experimenting with the drug. Both of them are 
warmed to the same temperature by the same current of warm 
water, thereby ensuring similarity of experimental conditions. 
Perfusion tubes can be attached to convenient frames containing 
slots for carrying any desired number of tubes at a time. 

That the apparatus described above is an improvement on 
that of Burn and Dale’s type is obvious. In the latter model, the 
source of heat employed for warming the reservoir containing the 
perfusing fluid is different from that used for keeping the perfus- 
ing vessel at the desired temperature. When the perfusion fluid 
has to be drained out of the tubes and fresh fluid allowed to flow 
from the reservoir into the perfusion tubes, variations in the 
temperature are caused on account of the difference in the tem- 
perature of the reservoir and the perfusing chamber. These 
variations exert an appreciable and undesirable effect on the 
tissues and make the results unreliable. This can be avoided only 
if the temperature throughout the entire apparatus is maintained 
constant, which will be a practical difficulty when two different 
sources of heat are employed for heating the different portions of 
the apparatus. In the new type described, this drawback has 
been eliminated by providing an arrangement by which the tem- 
perature of the Locke’s fluid throughout the apparatus from the 
reservoir down to the perfusion tubes is always maintained 
constant at the desired point with the help of the same source of 
heat and by using as short intervening connexions as possible, to 
avoid loss of heat by radiation and otherwise. 
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Our thanks are due to Mr. Chandy, the Manager of Messrs. 
Adair, Dutt & Co., Kaleeli Mansion, Mount Road, Madras, for 
having the apparatus made in Jena glass correct to design and 
at a moderate cost. 
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A Case of Early Ectopic Gestation. 
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THE definitive diagnosis of ectopic gestation generally devolves 
upon the discovery of an extra-uterine foetus in the abdominal 
cavity, or the demonstration of ‘typical ‘chorionic villi in the 
sections derived from pathological material removed at opera- 
tion. Proof of the conceptional origin of tubal haematomata is 
occasionally furnished by the presence of an early ovum, but 
such evidence is very rarely obtainable at a stage of embryonic 
development which is antecedent to the appearance of fully- 
formed chorionic villi. 

In our opinion, the case now to be described belongs to this 
exceptional group, and we believe that the morbid anatomy of 
any very early example of tubal gestation is worthy of record. 


CiInIcaL History. 

The specimen was removed from a woman 36 years of age, 
the mother of two children, the younger of whom was two years 
of age. 

The patient had never had any serious illnesses or operations, 
and there was no history of miscarriage. The menstrual cycle, 
three to four days every 26 days, had always been regular and 
painless until the onset of the illness for which she was admitted 
to hospital on June 13th, 1932. 

The patient stated on admission that her last ordinary period 
had commenced on May 6th and terminated four days later, and 
that she had not noticed anything unusual until the beginning 
of June, when her period, due on the 2nd, did not come on at 
the expected time. 

Bleeding of a menstrual type began on June roth, and this 
was followed, two days later, by severe pain in the abdomen. 

No further information was elicited by cross-examination, and 
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it was evident that the patient looked upon her symptoms as due 
to menstruation, and only remarkable because the period was 
delayed and painful. 

Ordinary clinical examination failed to reveal any definite 
physical signs but, in view of the history, a tentative diagnosis 
of ectopic gestation was made and the patient prepared for 
operation. 

In the first place careful local examination was carried out, 
but in spite of the complete relaxation induced by the anaes- 
thetic, a gross abnormality could not be detected. The uterus 
did not appear to be enlarged, or softened, and did not give any 
impression of pregnancy; both ovaries were palpable and mobile, 
and no adventitious lump could be felt in either of the appendage. 

To complete the investigation, an exploratory incision was 
made into the peritoneal cavity through the posterior fornix, and 
this procedure disclosed the presence of two small pieces of clot in 
the floor of the pouch of Douglas. Liquid blood was not present, 
and the whole of the clot did not exceed the size of a threepenny 
piece, but these findings, in conjunction with the clinical history, 
were considered to justify immediate laparotomy. 

The pelvic organs were approached through a small median 
sub-umbilical incision, and on inspection of the pelvis, the left 
Fallopian tube was found to be swollen at the junction of its 
middle and outer thirds, at which point it exhibited a cone-shaped 
swelling of approximately the same size as the terminal phalanx 
of the little finger. There was no structure corresponding to a 
ripe follicle, or a corpus luteum of pregnancy, present in either 
ovary, and careful investigation of the uterus, appendages and 
surrounding structures generally did not reveal any gross abnor- 
mality apart from the swelling of the left Fallopian tube. 

The absence of adhesions was specially noted, and there was 
not any clinical evidence of recent or old infection of the appen- 
dix or neighbouring viscera. There was no free blood clot near 
the left Fallopian tube, or elsewhere in the abdominal cavity. 

Operative interference was restricted to the removal of the 
distal three-quarters of the Fallopian tube, and the subsequent 
recovery of the patient was uneventful. 


PREPARATION OF SPECIMEN. 
The bulging portion of the specimen (see Fig 1) measured 13 
millimetres on cross section at its point of maximal distension. 
Apart from this abnormality of shape, and an associated in- 
crease in consistence affecting the bulging area, there was little 
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obvious departure from the normal appearance of the Fallopian 
tube.. There was not any vascular engorgement of the peritoneal 
surface, and the serous coat was everywhere intact: the abdo- 
minal ostium was patent and surrounded by healthy-looking 
fimbriae, and we were unable to discover any external evidence 
of gross congenital maldevelopment in this or any other part of 
the Miillerian system. 

A transverse section of the specimen after fixation at once 
revealed two features of pathological interest: (I) an area of 
blood clot, localized in position and circular in shape, and (2) 
the presence of more than one lumen (Fig. 2). 

In order to make a closer study of the histological changes 
associated with these findings and to determine, if possible, the 
source of the blood-clot, the whole specimen was subjected to 
serial section. 

Careful examination of the slides has enabled us to reconstruct 
the morbid anatomy of the Fallopian tube, and the details of the 
longitudinal sections are indicated in a diagrammatic form in 
the drawing (Fig. 3). 


INTRATUBAL HAEMATOMA. 

The blood clot extends continuously throughout 800 sections, 
or 5.6 millimetres of the specimen. By working out the anato- 
mical relation of this haematoma to the other structures found 
within the walls of the Fallopian tube, it appears that the 
suffusion has begun in close contact with the blind end of a 
diverticulum and extended forwards into the tissues between the 
lumen of the latter and the mesosalpinx (Fig. 3). 

The pathogenesis of this condition was obscure until a partially 
disintegrated ovum was discovered in the midst of the blood clot. 
The evidence upon which the identity of this ovum is based will 
be furnished later, but, assuming that an ovum has been im- 
planted in this situation, it is probable that the haemorrhage has 
been induced by the invasive action of the trophoblast. 

The blood set free in this way has crumpled up the ovum and 
tracked forwards in and along the outer wall of the second 
diverticulum: it has raised the general intratubal tension and 
produced some distortion of the plicae of the neighbouring lumen. 

In spite of this compression, the epithelial lining of the 
diverticulum remains intact except over one area where it has 
disappeared with the formation of a fistulous communication 
between the lumen of the Fallopian tube and the blood space 
containing the embryo. 
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The presence of this fistulous communication forms a connect- 
ing link between the blood composing the haematoma and the 
clot found in the pouch of Douglas, and so makes it possible for 
the one to be the source of the other. 

The serial sections clearly show that intratubal leakage has 
occurred at this point, and that the escaping blood has passed 
along the main lumen and through the patent abdominal ostium 
into the abdominal cavity. 

Leakage appears to be the correct term for the process that 
established continuity between the haematoma and the peritoneal 
cavity; the fact that the remains of the ovum have not been 
dislodged from their position in the wall of the Fallopian tube 
seems to preclude the possibility of rupture, implying as this 
does, a sudden accident with much destruction of tissue and a 
relatively considerable loss of blood. 

The position of the ovum still im situ and the associated changes 
are more in accordance with the intermittent escape of a trifling 
amount of blood and the sequential formation of a small channel 
of communication between the blood cyst and the tubal lumen. 


Diverticulosis. 


The naked-eye examination of the section shows an abnormal 
type of canalization, and further investigation discloses a condi- 
tion of diverticulosis. This condition is clearly shown in the 
photographs and in the drawing (see Figs. 2 and 3). 

There appears to be one main lumen with at least three off- 
shoots of which one is in close relation with the haematoma 
already described. 

A fourth diverticulum, which has no demonstrable connexion 
with the main lumen, or any of its subsidiaries, is found in the 
later sections obtained from the uterine end of the specimen 
(see Fig. 2). 

Each diverticulum has a complete epithelial lining and an 
independent muscle coat which separate it from the main lumen 
and its fellow diverticula. We have been unable to find any 
fibrosis, adhesion of plicae, or other evidence of an inflammatory 
process which might have preceded the formation of these 
diverticula. 

The condition of the Fallopian tube, in our opinion, is not an 
artifact, but a congenital diverticulosis, the result of faulty 
canalization at an early stage of embryonic development. 

According to some authorities, the abdominal ostium arises 
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as a separate structure independent of the Miillerian duct proper, 
with which it fuses later in foetal life, and if this be so, it is not 
difficult to understand how diverticulosis may arise during the 
process of fusion. 

Buchanan and Fraser' state that in embryos of 8.5 millimetres 
in length, the abdominal ostium consists of several subsidiary 
ingrowths which do not merge until later into one large opening. 
At this stage of development there is more than one canal in 
association with the abdominal ostium, and the persistence of 
this foetal condition would afford a ready explanation of the 
presence of diverticulosis in the adult. 

Reference to the drawing (Fig. 3) will show that the first 
diverticulum arises near the fimbriated end and has a wide con- 
nexion with the main lumen. It is a short outgrowth which runs 
inwards and terminates blindly in a number of processes like the 
fingers of a glove. In close proximity to the blind end of this 
diverticulum, and intervening between it and the outer pole of 
the haematoma, there is a hyaline area in the muscle wall of the 
Fallopian tube. This hyaline area is separate from the main 
lumen, but it is continuous with thé terminal finger-like processes 
of the diverticulum, and we suggest that it may represent the site 
of implantation of an ovum trapped in the first diverticulum. A 
few blood-sinuses can be seen around the periphery and some 
round-celled infiltration. 

The other diverticula are similar to No: 1 and do not require 
any further description, with the exception of No. 4. The latter 
arises as an island ot tissue outside the tubal wall, but 
soon fuses with the peritoneal coat and becomes absorbed in the 
tube proper, although its lumen remains a distinct and inde- 
pendent structure throughout the remaining available sections. 
This diverticulum may be regarded as an accessory Fallopian 
tube, or ostium of a rudimentary type, and its morphological 
characters lend support to the view that all the diverticula are 
congenital in origin. It is interesting to note that the main lumen, 
or what appears to be the main lumen, shows faulty canalization 
in the later sections derived from the uterine end of the specimen, 
where the epithelial lining has failed to develop, and the canal is 
represented by a solid and symmetrical column of cells (Figs. 
3 and 4). 

The absence of fibrosis and distortion rules out the possibility 
of infection as an aetiological factor and indicates that this 
obliteration is simply another phase of congenital maldevelop- 
ment. 
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Oedematous Plicae and Decidual Reaction. 


A conspicuous feature of the histological field is the appear- 
ance of localized oedema of the epithelium lining a portion of ° 
each lumen (Fig. 5). 

In the affected area the plicae are swollen to three or four 
times their normal size, and it is noticeable that in each case they 
are localized to that part of the circumference of the Fallopian 
tube which is nearest to the peritoneal coat and farthest away 
from the blood-supply. 

It is easy to demonstrate these findings, for the changes are 
uniform and constant, but we have been unable to find an entirely 
satisfactory explanation of them. It is possible that the condition 
of the cells may be decidual in origin, although it seems unlikely 
that a decidual reaction would be restricted in this remarkable 
way : it is, however, well known that decidual changes are very 
imperfectly carried out in the Fallopian tube and that in the early 
stages of gestation they are limited to the area surrounding the 
ovum. 

The enlargement of the plicae is certainly due to oedema and, 
if it is not decidual in origin, it must be the result of vascular 
changes associated with the implantation of the ovum, or the 
increased tension set up by the development of the haematoma. 

The decidual view is supported by a study of the changes 
found in the rabbit’s uterus in which three different zones can be 
clearly demarcated from each other. 

The features peculiar to the so-called placental and obplacental 
regions are not so well marked in late pregnancy, but they are 
characteristic in the early stages. They demonstrate that in the 
primitive uterus and morphologically the human Fallopian tube 
is comparable to a primitive uterus such as the rabbit’s, very 
marked differences may be found in the character of the cells 
lining the same section of the cavity. Moreover, the so-called 
decidual reaction in the rabbit is limited to that part of the lining 
of the uterus which corresponds to the anti-mesometric border, 
and it is at least noteworthy that in the human Fallopian tube 
now under discussion, the oedema of the plicae is restricted in 
an exactly comparable way to the same region. 


This selective relation may be correlated with the fact that 
the anti-mesometric border is farthest away from the main vessels, 
since the tissues in this distal situation must be exceedingly sensi- 
tive to changesin their blood-supply and unduly prone to 
develop oedema. 
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For this reason the raised intratubal pressure produced by the 
haematoma cannot be excluded as one of the possible aetiological 
factors in the production of the remarkable changes found in 
the plicae. 


The Embryo. 

In the midst of the blood forming the haematoma and present 
continuously throughout 120 sections, an organoid structure may 
be seen consisting of large cells containing active deeply staining 
nuclei (Fig. 6). 

These cells bear a relation to each other which is constant and 
unmistakable throughout the whole of the sections in which they 
appear. The details of their morphology have been destroyed 
by the suffused blood, but their main features are readily dis- 
cernible, and they constitute an entity that cannot be explained 
as the result of injury, inflammation or neoplasia. 

The appearances of the cells are those of embryonic tissue, 
and their general arrangements, in our opinion, is susceptible 
of only one explanation, i.e. the presence of an embryo. This 
view receives additional support from the histological changes 
that accompany and surround this structure, and notably from 
the peripheral cells which are displaying an invasive action 
characteristic of the trophoblast. Associated with this embroynic 
tissue and scattered throughout the haematoma aye collections of 
cells that have a syncytial appearance. These cells are formed 
of darkly staining protoplasmic masses of various shapes in 
which there are 2 varying number of nuclei. There is a 
tendency for these masses to surround large spaces which 
appear to be young blood-sinuses, since in most cases they con- 
tain blood-corpuscles. 

The tendency for young syncytium to become vacuolated 
and to surround spaces has been frequently described by authors 
who have investigated the morphology of the trophoblast, and 
these appearances are sufficient in themselves to establish the 
embryonic origin of cells that exhibit such behaviour. 

This view is supported in the present instance by the fact that 
the syncytium-like masses are well preserved and actively grow- 
ing in spite of their detachment from the surrounding maternal 
tissues: their survival is probably another expression of the 
parasitic habits which distinguish the behaviour of the syncytium 
during implantation of the ovum. 

The trophoblastic layers of cells have been ploughed up by 
intratubal haemorrhage, but a very careful search has failed to 
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reveal the presence of villi. The absence of the latter is a point 
of great interest in conjunction with the age of the embryo. 


No good purpose would be served by any further description 
of an ovum so badly mutilated with extravasated blood, but we 
believe the main features are sufficiently definite to establish its 
identity : there still remains, however, something to be said con- 
cerning its probable age. 


An estimation of the age of an ovum can be arrived at by a 
consideration of three factors: 


1. Dates of coitus. 
2. Size of embryo. 
3. Stage of development of chorion. 


I. Dates of Coitus. 

The dates of the last normal period were May 6th—-1oth and 
ovulation probably occurred between May roth and the 22nd. 

Coitus took place twice, namely on May 2tst and 22nd: 
bleeding began on June roth, or about 18 days after ovulation, 
which probably coincided with one of the acts of coitus. 

These figures suggest that the ovum may have been fertilized 
17-18 days before the date of operation, but they do not throw 
any light upon the age of the embryo at the time of intratubal 
death. 


2. Size of the Ovum. 

Embryonic elements were found continuously in 120 sections 
and none elsewhere, so that the embryonic sac in our specimen 
measures 0.6 millimetres in length. The maximum width on any 
slide did not exceed 0.48 millimetres. 

The measurements of the present specimen are compared with 
those of three other early ectopic ova in the following table: 


* NAME oF AUTHOR. AGE oF Ovum. | MEASUREMENTS. 


Young? - - - =| 13%-14% days 1.12 x 0.67 m.m, 
Ivens* - - - «! 14 days 0. 8xo. 6xo. 8 m.m. 
Wade and Watson* 14-21 days | I. 9x0.87 x 0.64 m.m. 


Robinson and Datnow | ? Less than to days 0.48 xo. 6xo0.48 m.m. 


It is obvious that but little reliance can be placed upon dates 
and measurements in connexion with the age of an ovum that has 
been dead for an unknown length of time; it is necessary in such 
cases to fall back upon the general morphology of the embryo 
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and in particular to rely upon: the stage of development reached 
by the trophoblast. 


3. Development of Trophoblast. 

The primitive trophoblast consists of small cuboidal cells 
which are packed closely together and undifferentiated: next, 
buds spring from the outer layer of these cells: later still, 
these buds are invaded by a core of mesothelial tissue and assume 
the characters and appearance of villi: finally these villi become 
branched. 

A careful search throughout the whole series of sections cut 
from our specimen has failed to reveal any villi, and we feel 
justified in assuming that the ovum must have perished before 
the trophoblast had reached the stage of fully formed villi. 

According to Streeter,’ writing in 1926, only four ova of this 
very early age had been described up to date, namely those of 
Kleinhans (Grosser), von Mollendorff Sch., Teacher-Bryce and 
Miller. 

To these four must be added the beautiful specimen described 
by Falkiner® in 1932. 


CONCLUSIONS. 


1. We believe our case to be an ectopic gestation in the early 
stage of intratubal abortion. 


2. The diagnosis rests upon the clinical history obtained from 
the patient and the morbid anatomy and histology of the 
specimen. 

3. The Fallopian tube displays a condition of congenital 
diverticulosis. 

4. A localized oedema, selective in distribution and probably 
decidual in origin, affects a portion of the epithelial lining of the 
main lumen and the diverticula. 


5. A haematoma containing an organoid structure has arisen 
from the invasive action of cells resembling trophoblast. 


6. This organoid structure consists of specialized cells of 
embryonic type which represent in our opinion the remains of a 
fertilized ovum. 


7. Consideration of the factors that determine age suggests 
that the embryo has undergone development for about a week 
or 10 days before succumbing to the effects of intratubal 
haemorrhage. 
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ILLUSTRATIONS. 
Fic. 1. 
Photograph of specimen. 
Fic. 2. 
Cross section of the Fallopian tube showing the condition of diverticulosis 
at the junction of the second diverticulum and the main lumen. Note the 
presence of free blood in the main lumen and the associated diverticula, 
and the absence of blood from the two remaining diverticula. 
1. Third diverticulum. 
2. Second diverticulum joining main lumen. 
3. Main lumen. 
4. Fourth diverticulum. 
Fic. 3. 
Reconstruction of the morbid anatomy of the specimen based upon an 
examination of 1,500 serial sections. 
. Patent abdominal ostium. 2. First diverticulum. 
. Hyaline area—? site of implantation. 
. Area in which the embryonic rudiments are found. 
. Extravasated blood. 6. Site of intratubal leakage. 
. Second diverticulum. 8. Third diverticulum. 
g. Non-canalized portion of Fallopian tube. 
10. Main lumen. 11. Fourth diverticulum. 
Fic. 4. 
Section taken from the uterine end of the specimen to show the faulty 
canalization of this part of the Fallopian tube. The main lumen (M.L.) is 
represented by a remanent of epithelial tissue embedded in a cylindrical 
mass of muscle. 
Fic. 5. 
A and B. Oedematous and normal plicae. 

The two photographs have been taken from different parts of the same 
section and submitted to the same magnification: the appearances of each 
are, therefore, exactly comparable. 

Fic. 6. 

Muscle wall of Fallopian tube showing the localized haematoma containing 
at A the remains of a broken up ovum (x 15). 

FIG. 7. 

Embryonic tissue taken from area marked A in Fig. 6 ( x 100). 

Fic. 8. 

Embryonic tissue taken from area marked A in Fig. 6 (x 200). 
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Some Unusual Cases of Extra-Uterine Pregnancy 


By R. E. TotrennaM, M.D., F.R.C.P.I., F.C.0.G. 


Professor of Obstetrics and Gynaecology, University of Hong 
Kong. 


DurIncG the last three years, five patients in whom extra-uterine 
pregnancy has lasted for more than 28 weeks, have visited our 
clinic. The second and third patients were treated by my assis- 
tant, Dr. Pillai, when I was at home in England; the others were 
operated upon by me. In only one of the five cases was the 
infant alive when the patient was brought to the operating table. 


The details of our cases are as follows: 


1. C.S., a boatwoman, aged 39, married 19 years. Children 2, one alive 
and one dead, all delivered normally. Last pregnancy two years ago. Ad- 
mitted March gth, 1933. Complains of amenorrhoea and swelling of abdomen 
for 47 weeks. 


History. 

Quickening was felt after three months’ amenorrhoea. History of acute 
pain absent. Foetal movements stopped about sixi weeks before admission. 
A week later haemorrhage occurred. 


Physical Signs. 

A swelling in the abdomen the size of full-time pregnancy. The lie of the 
foetus was oblique with its head in the right iliac fossa and limbs pointing 
upwards. The cervix was soft and admitted one finger. The uterine sound 
passed into the uterus 2% inches. The foetal heart was not heard, and foetal 
movements were not felt. 


Operation. 

The abdomen was opened in the middle line, and the sac exposed. On 
examination the sac was found to be formed by an enormously distended 
right Fallopian tube, about the size of a full-time pregnant uterus, 
and adherent to the peritoneum on its superior and lateral aspects. The 
pedicle of the sac, which was formed by the uterine end of the Fallopian 
tube, was ligatured and divided. We thought it advisable to attempt to 
remove the sac without opening it, as the foetus had evidently been dead 
for some time, but, unfortunately, the adhesions between the fundus and the 
transverse colon were too dense to permit of the removal of the sac until 
its bulk had been reduced by drawing off the liquor amnii by tapping. The 
adhesions were then readily brought into view and divided. The pedicle of 
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the sac was treated in a similar manner to the pedicle of an ovarian cyst, 
the uterus was suspended from the abdominal wall, and the abdomen drained 
through the posterior fornix. The foetus, which was somewhat macerated, 
weighed eight pounds, the combined weight of the sac and placenta was five 
pounds. The patient made a good recovery. 


We are indebted to Dr. Goldby, lately acting Professor of 
Anatomy, for very kindly examining the specimen and writing 
us the following report: 


The specimen consists of a female macerated foetus, weighing about 7! 
pounds. So far as external appearances are concerned, a full-time foetus. 
With the placenta and a centrally implanted umbilical cord attached, and 
part of a large gestation sac. There were not any congenital abnormalities to 
be seen. The placenta measured about 24 cm. in diameter and was 5-7 cm. 
thick in the middle. It had not been detached from the maternal tissues 
which formed a thin fibrous and fatty layer on its outer surface, about 
3 0r 4m. thick. To naked-eye inspection they did not appear to be muscular. 
These maternal tissues which formed the gestation sac may, or may not, 
represent the stretched wall of a Fallopian tube. On the outside they are, 
in many places, smooth and covered by peritoneum, in others they seem to 
have been adherent to neighbouring structures. Some fatty appendages prob- 
ably represent omentum. Large arteries and veins enter the sac at various 
points; they are not grouped so far as can be seen in any one particular place. 

Pieces of tissue for section have been taken from four places in the wall 
of the gestation sac: (1) Away from the placenta. (2) In the centre of the 
placenta. (3) At the margin of the placenta. (4) From a point where there 
was a fold on the outer surface of sac which might possibly have represented 
one end of a Fallopian tube. 

Section 1. Shows the wall of the gestation sac composed of rather cellular 
fibrous tissue and smooth muscle. It is very vascular. Many of the vessels 
have unusually thick muscular walls. There is evidence of thrombosis fol- 
lowed by organization in some of them. A structure lined by low columnar 
epithelium and surrounded by a thick coat of smooth muscle probably repre- 
sents the Fallopian tube. A few other epithelial-lined cavities may be 
embryonic rudiments (e.g. parodphoron) in the broad ligament. There is a 
considerable amount of chronic inflammatory infiltration, chiefly with lym- 
phocytes and plasma cells. 

Section 2. Taken from the margin of the placenta. It shows degenerate 
placental tissue, a great deal of fibrin infiltrated with polymorphonuclear 
leucocytes, and a thick fibrous wall to the gestation sac. 

Section 3. Taken from the gestation sac away from the placenta. Shows 
inflamed fibro-fatty tissue with some smooth muscle. There is a deposit of 
fibrin infiltrated with polymorphonuclear leucocytes on the foetal side. 

Section 4. Taken from centre of placenta. The gestation sac shows 
similar features to Section 1, without the epithelial structures. The placenta 
is very degenerated. There is not any recognizable decidual tissue. 


The problem of dealing with a case like this in which the sac 
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is formed by the unruptured Fallopian tube would be a somewhat 
difficult one if the child was alive. The child and placenta could 
easily be extracted by treating the dilated Fallopian tube (or 
sac) as if it were a full-time uterus, that is by cutting into it as 
in performing Caesarean section; but the difficulty will arise 
in the matter of the sac. In our case the sac was densely 
adherent to the omentum and transverse colon. These adhesions 
were separated without serious difficulty owing to the fact that 
the child had been dead some time, and the vessels were more or 
less collapsed. But had the child been alive this could not have 
been accomplished without serious and alarming haemorrhage. 
The base of the sac, formed by the Fallopian tube could have 
easily been tied off, and divided from the uterus. If the child 
had been alive, after its extraction by incision of the sac, we 
should have been inclined to close the incision in the sac or 
Fallopian tube, and then divide the tube from the uterus and 
bring the base of the sac out through the abdominal wound, and 
allow it to drain; subsequently performing an operation for its 
removal. 


2. C.A.C.; aged 30; two children. 
History. 

The patient was operated upon for an extra-uterine pregnancy about three 
years ago. During this pregnancy the patient attended the out-patient 
department complaining of four attacks of irregular haemorrhage, but there 
were not any other noteworthy symptoms. At this stage the physical signs 
suggested anterior development of the uterus. The patient did not attend the 
antenatal clinic regularly although advised to do so. Some three months later 
she was admitted to hospital in labour. 

On examination the foetal head was found at the bottom of the pouch 
of Douglas, the cervix was displaced upwards and forwards and was not 
dilated. The patient was watched for a few hours, but there was no change, 
so Dr. Pillai decided to operate. 


Operation. 


On opening the abdomen the condition suggested that there had been 
a pregnancy in the horn of a uterus unicornis. It was difficult to say 
whether the cornu ruptured early or late in pregnancy, the upper part of the 
sac was densely adherent to the small intestine, omentum, and transverse 
colon. The omental vessels were enormously dilated and appeared to run 
into the sac. On attempting to explore the abdomen very severe haemor- 
rhage occurred, and it was extremely difficult to ligature any of the omental 
vessels because of their exceedingly-thin walls, which were easily torn. The 
sac was opened in the area that was most free from vessels, and the foetus 
delivered, alive. The placenta was separated piecemeal, but the haemorrhage 
was severe. In attempting to remove a part of the sac with the membranes, 
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the intestine, being adherent to the sac, was slightly torn. The cavity of the 
sac was partly obliterated by suture, and haemorrhage controlled by a firm 
gauze plug. About two pints of blood seem to have been lost during the 
operation. 

The patient died of peritonitis on the twelfth day after operation. 


Post-mortem. 

There was free chocolate-coloured fluid in the peritoneal cavity. The sac 
was adherent to the peritoneum and to coils of intestine. The portion of 
intestine which had been wounded and repaired by. suture at the operation 
was found to be leaking, the sutured area having ruptured. 


3. L.M.; age 38; married 18 years; first pregnancy. 


History. 


Patient complained of swelling of the abdomen for nine months, and that 
there had not been any menstruation for 46 weeks. 

The abdominal swelling was decreasing in size, foetal movements had 
been felt some time previously, but had ceased. The history suggested a 
condition of missed labour. 

On examination the foetal heart could not be heard, but foetal parts 
were recognizable, the swelling of the abdomen was the size of an eight 
months’ pregnancy. 

The cervix was dilated and the uterus explored, but found to be empty, 
the case, therefore, appeared to be one of extra-uterine pregnancy. The 
patient had a slight rise of temperature, 101°F. 


Operation. 


The abdomen was opened and a macerated foetus weighing three pounds 
delivered. The placenta had shrunk to about one-sixth of its normal size, and 
was bloodless. The uterus was displaced to the left by the sac which ap- 
peared to be partly formed by the left Fallopian tube. As much of the sac 
as possible was removed, the cavity obliterated by suture, and the abdomen 
drained above and below. The post-operative convalescence was uneventful. 


4. C.P.S.; age 25; two children. 
History. 

The patient gave a history of amenorrhoea for about 11's; months, and 
stated that she had had an attack of abdominal pain, lasting 10 days, about 
six months before admission. When she came to hospital she complained of 
giddiness, nausea, abdominal pain, and slight bleeding from the vagina for 
about three hours. Subsequently the pain became more severe, and was 
associated with vomiting; the abdomen became distended, a fluid thrill was 
perceptible, and the pulse-rate rose to 132 per minute. 

On examination the abdomen was found to be enlarged to the size of a 
full-time pregnancy; foetal parts were readily palpable, the lie being some 
what oblique. By vaginal examination the uterus appeared to be of normal 
size; this was confirmed by passing a uterine sound. Some fragments of tissue, 
resembling decidua, came away. The foetal heart was not heard. 
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Operation. 

The abdomen was opened and the foetus was found lying free in the 
abdomen, covered only by the amnion, which had ruptured. The placenta 
was attached to the remains of the left Fallopian tube and was easily 
removed. The foetus was dead but not yet macerated; it weighed 7% 
pounds. The placenta weighed 2'4 pounds. The patient died of peritonitis 
on the third day. 


Apparently in this case the infection was due to the escape of 
septic liquor amnii into the abdominal cavity, because a short 
time after admission to hospital there was a general aggravation 
of the patient’s symptoms, i.e. severe pain in the abdomen, 
vomiting, distension and increased pulse-rate; and at operation 
it was evident that the membranes had only recently been torn. 

This case presented no difficulties from the point of view of 
the control of bleeding. 


5. L.L.Y.; age 23; married nine years; no children. 


History. 

There was a history of amenorrhoea for one year, and the patient com- 
plained of pain in the lower abdomen for the last eight months. 

On examination the uterus was found to be displaced to the right by a 
tumour the size of seven months’ pregnancy. 


Operation. 


On opening the abdomen the uterus was found to be displaced to the 
right and somewhat retroposed by a tumour the size of a seven to eight 
months’ pregnancy. In its lower two-thirds the tumour was entirely free 
from adhesions,+and its surface resembled that of a pregnant uterus. The 
upper third of the tumour was densely adherent to the omentum, and to coils 
of intestine. After the adhesions had been separated, the pedicle was 
clamped and the tumour removed. 

The pedicle consisted of the left Fallopian tube only, the pregnancy 
being in the central portion, and when the divided pedicle was inspected it 
was found that the outer and inner portions of the Fallopian tube had been 
left behind, the former being about three-quarters of an inch long and the 
latter about two inches in length. When the tumour or sac was opened it was 
found to contain a somewhat macerated foetus, and placenta; the total weight 
of the tumour was five pounds, and the wall about one-sixth of an inch in 
thickness. 

The formation and general shape of the sac were very similar in this case 
to that of Case 1, the sac apparently being formed by the middle third of 
the Fallopian tube. 


From consideration of these cases we think that the following 
conclusions may be drawn : 
1. If full-time extra-uterine pregnancy be suspected, the diag- 
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nosis is not very difficult, but the possibility of its occurrence 
may appear to be too remote to be worthy of consideration. 

2. In cases in which the foetus has been dead for some weeks. 
the operation is much more simple than when it is alive. 

3. In a certain number of cases the foetus is free inside the 
abdomen and can be removed without much difficulty. 

4. The sac may be formed by the Fallopian tube, which occa- 
sionally is capable of dilating to accommodate the foetus. When 
this occurs adhesions may be found where the tube is thin, or 
when rupture is threatened. 

5. If the placenta is attached to the posterior surface of the 
broad ligament, Fallopian tube, or uterus, its removal may be 
easy. ' 

6. When the foetus has been dead for some days, rupture of 
the sac may result in the escape of infected liquor amnii into the 
abdominal cavity. 

In the Anomalies and Curiosities of Medicine, by Gould and 
Pyle, a brief record is given of 17 cases of extra-uterine pregnancy 
in which the foetus was delivered alive, but it is not clear as to 
the number of mothers who survive. An analysis of these cases 
shows that in only eight of them had pregnancy advanced to the 
36th week. In five, on opening the abdomen the foetus was 
found to be free; in five others it was deemed unwise to remove 
the placenta, which was allowed to remain in situ. In one case, 
in attempting to remove the ovum severe haemorrhage resulted ; 
this was controlled by clamps which were not removed until after 
the wound had been dressed for the first time. In one case free 
bleeding occurred on opening the sac, apparently owing to the 
placenta having been injured. When the placenta was adherent 
to the posterior surface of the uterus, or broad ligaments, its 
removal appears to have caused no difficulty. In cases in which 
the placenta had remained im situ, recovery appears to have 
been protracted; in one instance the placenta was expelled spon- 
taneously on the 34th day. 

With reference to our five cases, three of the mothers re- 
covered, the other two died from infection. In the patient of 
Dr. Pillai’s who died, the bowel was unfortunately injured during 
the very difficult process of separating the ovum and its adhesions 
from the intestinal contents. In the other case the infection 
occurred shortly after internal rupture of the membranes. The 
patient was seriously ill when brought to the theatre. In the 
other three cases the foetus had been dead for some time. 

Cunningham draws attention to the frequency with which some 
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record of abnormality during the second month of pregnancy 
may be obtained. This is probably true; but when the patient 
is seen for the first time at or near term, the history of the early 
months may not be sufficiently definite to be of value, unless the 
true state of affairs be suspected. One of our patients complained 
of attacks of irregular haemorrhage, others complained of having 
had an abdominal pain. Foetal parts may be very easy to pal- 
pate, or on the other hand they may be difficult to make out; it 
all depends on the tissues forming the sac, and how the latter is 
situated. A prolonged period of amenorrhoea is sometimes com- 
plained of when the foetus is dead. 
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Endometriosis of the Round Ligament 


By L. Kavticu, M.D., and G. Gémort, M.D. 


From the Third Surgical Clinic of the Royal Hungarian Petrus 
Pazmany University of Budapest, Hungary. 


In the gynaecological literature of the last few years a series of 
theories concerning the nature and pathogenesis of endometriosis 
(synonyms: endometrioma, adenomyosis, adenofibrosis, hystero- 
denosis, solénome) have been propounded to such an extent that 
ae literature of this question bids fair to fill many heavy volumes. 
The so-called extraperitoneal endometriosis is especially a matter 
of discussion. Owing to its rare localization (in 1,290 cases of 
endometriosis compiled by Polster’ there are but 34 of inguinal 
localization, Judd and Foulds’ mention three cases out of 493, 
in the series of 122 cases of King’ an inguinal localization was not 
observed; on the whole there may be some 60 cases of inguinal 
endometriosis described in the literature out of a total of about 
3,000 cases) and to the fact that an exact knowledge of many 
cases is required for elucidating the still obscure genesis, the 
reporting of our case seems to be warranted. 

With respect to the pathogenesis of endometriosis, in addition 
to the origin of the aberrant endometrial tissue, the mode of its 
spread, too, is a question of great importance and not well under- 
stood, particularly in cases of extraperitoneal endometriosis. 
Theories and possibilities, respectively, can be summarized in the 
following scheme : 

1. Origin from fully-developed endometrial tissue. (a) Pro- 
liferation in continuity through the wall of the uterus and Fallo- 
pian tube, respectively, and beyond these structures. (b) Spread 
along the lymph vessels (Halban*). (c) Implantation upon the 
serosa by way of retrograde menstruation (Sampson‘*). 

2. Origin from embryonic areas related with the genital tract. 
(a) From the Wolffian or Gaertners duct, respectively (von 
Recklinghausen’). (b) From disseminated germs of the Miillerian 
duct (Kossmann’*). (c) From the stalks or the somites (de Snoo- 
Tonkes’). 

3. Metaplasia from peritoneal epithelium (R. Meyer, Iwanoff’). 

4. Metaplasia from lymphatic tissue (Schiller’). 

The process seems to start under normal stimulation, since it 

63 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


is observed only after the age of puberty. Further spread can 
take place by ways mentioned under 1 (a) and (b) and through 
dissemination upon the peritoneum. 

Spread in continuity is generally observed with focuses in the 
uterine and tubal walls and in recto-cervical endometriosis. The 
latter, owing to its invasive growth, bears a strong resemblance 
to a malignant neoplasm. Invasion along the lymph spaces 
cannot be absolutely denied, though it is remarkable how seldom 
endometrial tissue has been demonstrated in lymph nodes. The 
theory of Sampson has been extensively debated, numerous 
theoretic and experimental arguments and case-observations have 
been brought forward in favour of it (Wolff,° Frankl’), some par- 
ticularly striking cases have been published recently by Seitz,* 
as well as against it (R. Meyer,® Menge’). Direct inoculation into 
laparotomy wounds is evidenced by many undoubted cases. 
Prager’s'’ case is of peculiar interest. Several years after delivery 
by the forceps a nodule showing endometrial structure was re- 
moved from the perineum. Episiotomy not having been per- 
formed at the delivery, the author feels obliged to assume 
inoculation into an unobserved slight injury. 

With the theories of group 2, focuses in close neighbourhood 
of the genital tract and in the upper half of the round ligament 
can be satisfactorily explained. In the case of K. Heim,’ for in- 
stance, who reported an endometrial tumour in the lower third 
of the lateral wall of the vagina, the tumour probably took its 
origin from rests of Gaertners duct. This theory cannot be ac- 
cepted, however, for focuses in the distal half of the round 
ligament; at least not in the sense of their primary origin at the 
location mentioned, since only the proximal part of the ligament 
is developed from the. Wolffian duct, whereas the distal part is 
formed from the abdominal wall. 

Metaplasia from peritoneal endothelium is far from being 
accepted. There is no doubt that it offers an acceptable genetic 
explanation for several of the most puzzling localizations; conclu- 
sive evidence, however, is still lacking. For instance, transitional 
formations between peritoneal endothelium and uterine glands 
have not been as yet observed (Habdn and Bardossy"), and 
segregation of endothelial cells into those of an endometrial 
tumour has never been proved. Habbe’’ emphasizes that even 
in his case of umbilical endometriosis the focus was most sharply 
limited towards the peritoneum. Moreover, this theory is unable 
to furnish a casual explanation for the curious frequency of the 
umbilical and inguinal localizations, and for the fact that a case 
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of endometriosis in the upper abdomen has not as yet been 
reported. As for the rest, it is to be borne in mind that the 
developmental theories offer a rational explanation for both the 
epithelial elements and the cytogenous stroma, whereas if we 
accept metaplasia from peritoneal endothelium, a concomitant 
metamorphosis of the subserous layer must be admitted; an un- 
exampled, highly specific organoid metaplasia. 

There are not any convincive arguments for metaplasia from 
lymphatic tissue, and this theory is rejected by the vast majority 
of the authors. 


CasE REPorT. 


A married woman, aged 37, complained of a swelling in the right labium 
majus, which, had been steadily growing for several years. During the last 
few months the swelling had become painful and swollen during menstrua- 
tion. Examination: In the upper half of the right labium majus an oval 
mass of cartilaginous consistence the size of a walnut can be felt, which is 
fixed to the pubic bone and the overlying skin. The inguinal ring is of 
normal width, a hernial sac is not present. Carcinomatous metastasis was 
suspected and the uterus was curetted. Microscopic examination, however, 
failed to disclose any malignant condition. Operation: through an 
inguinal incision the tumour was freed by sharp dissection. It was found to 
be intimately connected with the round ligamert which forms its continua- 
tion. The mass was removed, together with a part of the round ligament, 
measuring about 2cm. The stump of the latter was fixed with a Bassini 
stitch. 

Pathological examination: A walnut-sized, oval, irregular mass of firm, 
whitish tissue, at one end of which an inch of the round ligament is attached. 
The cut surface is pale reddish grey and shows a whorly structure. The 
tumour is not encapsuled, and whitish connective tissue strands are 
radiating from its substance into the surrounding fatty tissue. 

Miscroscopic examination: In a mass of connective tissue there are 
epithelium-lined cavities of various size and shape, surrounded by rather 
sharply limited zones of a highly cellular tissue. The greater part of the 
cavities are round or oval, others are stellate. Also long, ramificated duct- 
like formations are seen. The lining columnar ciliated epithelium has in 
places one layer and in others two layers and a basal, oval pale nucleus. 
There are but very few mitotic figures. Most of the lining epithelial cells 
show a differential plasma staining with muci-carmine and a purplish red 
metachromasia when stained with cresyl violet. In many of the cells fine 
yellowish brown granules are observed which give the prussian-blue reaction. 
The lumina of the glands are filled with an amorphous mass containing frag- 
ments of desquamated epithelial cells and erythrocytes. The cells of the 
zones surrounding the glands have mostly an oval nucleus and scanty proto- 
plasm, the former showing a very distinct chromatin structure. These cells 
are: embedded in a delicate, open fibrillar meshwork. Besides the cells 
mentioned there are also numerous small round dark nuclei scattered through- 
out the tissue described (lymphocytes). Groups of large, hemosiderin-laden 
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cells are seen here and there in the stroma. In the dense, fibrillar connective 
tissue forming the greatest part of the sections muscular tissue cannot be 
demonstrated by the van Giesen stain. The vessels are free from pathological 
and inflammatory changes. Sections prepared from the entire length of the 
removed portion of the round ligament present essentially the same picture, 
with the only difference that they contain many smooth muscle-fibre strands. 
On the whole the picture bears a striking resemblance to glands of the 
uterine fundus embedded in characteristic ‘‘cytogenous’’ stroma. 


COMMENT. 

As to the genesis of this tumour showing endometrial structure, 
the possibilities already mentioned are to be taken into considera- 
tion. 

1. The endometrial tissue grew in continuity along the round 
ligament into the labium majus and expanded in the loose tissue 
of the latter. This theory is supported by the fact that glands 
are demonstrated throughout the entire length of the removed 
portion of the ligament. In the literature of this subject we were 
unable to find a similar topographic description, microscopic 
examination having been usually limited to the question of diag- 
nosis. In our case we are inclined to think that we have to do 
with a proliferation connected with the endometrium but spread- 
ing unusually far, i.e. essentially an internal endometriosis. In 
any case, it is curious why the process has chosen for its spread 
solely the entire length of one round ligament. We must empha- 
size, however, that a laparotomy not having been performed, we 
do not know whether the process has not been much more exten- 
sive and has spread in other directions. Moreover, there are 
many examples of certain tumours showing rather an odd 
predilectional method of spreading. 

2. Invasion along the lymph spaces cannot be absolutely ruled 
out, since part of the lymph vessels of the uterus are discharging 
into the inguinal lymph nodes. Lymph vessels, however, per- 
meated by endometrial tissue have not been observed in the 
sections and the nodule in the greater labium was not located 
within a lymph node. 

3. Germs implanted upon the peritoneum, through retrograde 
menstruation, can reach the inguinal region by two ways: (a) if 
an open hernal sac is present (Neuffer,’” Leroyenne,’* Martin," 
Michon"® and Meyssonnier’’), (b) if endometrial tissue, im- 
planted upon the peritoneum near the internal hernal ring, 
invades the deeper tissues and grows along the round ligament. 
Evidence has not been furnished in favour of a pre-existent 
hernia either by the anamnesis or by the operation and patho- 
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logic examination, respectively. It is not entirely impossible 
that the patient should have had a hernial sac which later 
became obliterated. We do not believe, however, that even a 
moderate-sized hernia could have escaped the attention of a 
rather intelligent patient, and are more disposed to accept the 
possibility mentioned under (b), since invasive growth is not 
too rare in endometrioid tumours. 

4. Direct inoculation need not be taken into consideration, a 
previous operation not having been performed. 

5. Derivation from developmental rests can be accepted in 
this case only if we admit that the starting point of progress was 
higher up and it reached the distal half of the ligament by secon- 
dary spread, since only the proximal portion of the ligament has 
a common origin with the genital tract. 

6. With regard to a metaplastic origin from peritoneal endo- 
thelium, in our case there are not arguments either for or 
- against. In any case the two possibilities mentioned under (c) 
can be applied here also, viz. an open hernial sac and permea- 
tion of the peritoneum with secondary growth along the round 
ligament, respectively. 

7. Lymphatic tissue not having been observed in the sections 
examined, metaplasia from lymphatic tissue need not be taken 
into consideration. 

In our case the theories mentioned under 1, 3 (b) and 5 seem 
to furnish the most acceptable explanation within this group. 
However, in view of the lack of exact knowledge as to the exten- 
sion of the condition, we are unable to decide in favour of any 
of the latter possibilities. 


SUMMARY. 
Theories concerning the pathogenesis of endometriosis are 
briefly summarized. 
A case of endometriosis of the extraperitoneal portion of the 
round ligament is described. 
Explanation of pathogenesis of the case in question is 
attempted through critical appliance of theories referring hereto. 
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A Commentary on the Operative Treatment of Prolapse, 
with Report of a Death from Intestinal Obsruction 
after Ventral Fixation.* 


W. N. SEARLE, M.B., Ch.B. (N.Z.), F.R.C.S. (Edin.) , M.C.O.G. 
Late Resident Surgical Officer, The Chelsea Hospital for Women. 


THERE is no need here to deal in detail with the causation of 
prolapse. Apart from those cases of vault prolapse in virgins in 
which uterine descent is the first stage, pregnancy is the greatest 
factor, and the usual sequence is a cystocele followed by, or 
coincident with, the beginning of uterine descent resulting from 
the damaged condition of the uterine supports and aided by the 
drag of the cystocele. In some cases in which the perineal 
body has been damaged a rectocele may be the first stage. The 
process is continuous, and the degree important in so far as it 
influences the type of operation for its repair; it is futile to 
attempt to label a case (except the obvious one of procidentia; 
as first, second or third degree of prolapse before traction is 
exerted on the cervix with the patient anaesthetized. 

Methods of reconstructing the pelvic supports have been 
evolved from the early technique of Donald and Fothergill, of 
Manchester, and apart from the few cases in which operation 
is definitely contra-indicated on account of advancing age or 
the physical condition of the patient an operation is the treat- 
ment of choice for an established case. The possibility of another 
parturition is not a contra-indication; although if a patient with 
a moderate degree of prolapse is anxious to have a child in the 
near future, operation may be advisedly postponed for a time. 
The operation of election in most cases is that of anterior 
colporrhaphy and colpo-perineorrhaphy; ventral fixation is in 
addition performed by some operators as a routine. Many ~ 
gynaecologists are guided by other considerations. e.g. by the 
‘ position of the uterus after the completion of the vaginal 
operation, and will perform ventral fixation, or ventral sus- 
pension only if it is retroverted or retroflexed, or shows a 
tendency to become so. 


* Written for the Membership of the British College of Obstetricians and 
Gynaecologists. 
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In selected cases the interposition operation or Le Fort’s 
operation is indicated. An attempt to describe the various opera- 
tions in detail will not be made, but there are many interest- 
ing technical points to which reference can be made. 

Under the mucous membrane of the anterior vaginal wall is a 
layer of tissue often called ‘‘pubo-cervical fascia.’’ A _histo- 
logical study’ of the tissues in and between the walls of the 
vagina, bladder, urethra and rectum has demonstrated that in a 
nullipara there is a layer of non-striped muscle lying beneath the 
mucous membrane of the vagina. There is a thin layer of areolar 
fascia lying between the muscular layer covering the vagina and 
the muscular layer of the bladder, but this is not the layer iden- 
tified by gynaecologists as the pubo-cervical layer. The layer 
beneath the mucous membrane—the ‘‘pubo-cervical fascia’’— 
has not necessarily the same composition in a multipara suffer- 
ing from prolapse as it has in a nullipara. One has secured 
pieces of the so-called pubo-cervical layer of fascia as dissected 
out at operation. and also pieces of the whole thickness of 
vaginal wall. That same layer is present in sections of the 
posterior vaginal wall. The microscopic picture in different 
cases varies considerably. Sometimes the pubo-cervical layer 
consists of non-striped muscle for the great part, with a little 
fibrous and elastic tissue mixed with it. Such a finding seems 
to be likely in a young woman with a short history of prolapse. 
In other cases there may be some plain muscle close to the 
mucous membrane with considerable fibrous and elastic tissue 
deeper, or the thickness of the layer under the mucous 
membrane may consist of fibrous and elastic tissue for the 
great part, with a little muscle scattered here and there 
without definite arrangement as a layer. In an _ elderly 
woman with long-standing prolapse muscle cannot be seen, 
only fibrous tissue and a little elastic tissue. However, 
the exact composition of the so-called pubo-cervical fascia is of 
less importance than its recognition as a distinct layer, which 
must be adequately reconstructed by one of a number of methods 
if the strongest repair is to be obtained. For purpose of descrip- 
tion the term, although apparently a misnomer, will here be 
retained. 

In raising the flap of vaginal wall in the anterior colporrhaphy 
the plane of dissection may be approximately in the layer of loose 
areolar fascia between the pubo-cervical layer of the vaginal 
wall and the bladder. According to the preference of the 
operator the pubo-cervical layer is then dissected out separately, 
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or left adherent to the mucous membrane. On the other hand 
the separation may occur closer to the mucous membrane, in 
which case the pubo-cervical layer is dissected off the underlying 
bladder before reconstructing it as a definite supporting layer, 
or tightened by interrupted or mattress sutures, or by a con- 
tinuous suture as it lies covering the bladder. When only 
mucous membrane has been elevated and the pubo-cervical layer 
left as a sheet of tissue with the bladder deep to it, if it is merely 
purse-stringed to keep the bladder up, one cannot help feeling 
that an important step in the repair has been omitted. In Blair- 
Bell’s buttress operation, or in the anterior colporrhaphy in 
which the dissection has been deep to the pubo-cervical layer, 
that layer is still utilized because the redundant part is cut away 
with the mucous membrane removed; it is reconstructed by the 
interrupted or mattress sutures in the same relation, i.e. the 
repair of the two structures separately is replaced by a technique 
combining both steps. A purse-string suture to keep the bladder 
up in this case passes through the muscle of the bladder wall and 
the step, a less important one, can be looked on as the utiliza- 
tion of a third structure. It is difficult to see that there is much 
advantage in dissecting out the pubo-cervical fascia as a separate 
layer. In Fothergill’s operation, when a piece of mucous mem- 
brane is removed, one imagines that it is important to include 
a good portion of the pubo-cervical tissue beneath the mucous 
membrane to secure as strong a repair as possible. Anatomically 
this operation differs from Blair-Bell’s operation, only in the 
respect that none of the pubo-cervical layer has been removed. 
The cases in which the prolapse begins from the mid-vaginal 
region, with a normal introitus and little cervical descent, com- 
prise a group in which the mechanical difficulties are consider- 
able. 

A question which sometimes arises when the anterior colporr- 
haphy has been completed is whether or no the posterior vaginal 
wall and perineum require attention. Perhaps only a very small 
rectocele is present. The repair of rectocele may obviously be 
necessary and there may be hesitancy about first repairing a 
small cystocele. On such occasions it is possibly worth remem- 
bering that the damage to the pelvic supports is generalized and 
the resulting condition of prolapse is progressive. The obvious 
rectocele may be cured, but if the operation is confined to this, 
a year later the patient may come back for the repair of a well- 
developed cystocele. An exception is the complete tear in 
which the damage is produced by a different mechanism. 
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If the cervix is unhealthy it may be cauterized. If there is 
marked disease of the cervix or hypertrophy, or elongation, 
amputation of the cervix can be combined with the anterior 
colporrhaphy—such as is done in Fothergill’s operation, or 
Blair-Bell’s operation with amputation of the cervix. Blair-Bell 
also describes a method of reducing the size of a bulky cervix 
by excision of a segment from the anterior aspect. Elevation of 
the bladder, which some do not consider necessary in the ordin- 
ary colporrhaphy, is a preliminary to an amputation. Carcinoma 
is known to occur occasionally in cervices not touched at pre- 
vious operation for prolapse, whereas there is statistical evidence 
that adequate cervical repair is very rarely followed by cancer ;* 
this is an argument in favour of removal of, or adequate atten- 
tion to cervices which are lacerated or unhealthy and should be 
weighed against the possible sequelae of stenosis with haemato- 
metra, sterility, repeated miscarriage or difficult labour following 
such procedures. Stenosis may even occur after the cervical 
canal has been dilated preliminary to amputation as a precau- 
tionary measure against its occurrence. 

It is now necessary to discuss the question of opening the 
abdomen for the purpose of ventral fixation or ventral suspension. 
Probably the most widely held view is that if at the end of the 
vaginal operation the uterus tends to be in the retroverted, retro- 
flexed or retroposed position—a potential cause of recurrence— 
the abdominal operation is justified. If the condition was one of 
vault prolapse, as seen in virgins, ventral fixation is definitely 
indicated and may alone cure the condition, but it may be ‘said 
that the consensus of opinion is against ventral fixation or 
suspension as a routine in cases of uncomplicated uterine descent. 
The completion of the vaginal operation, even in the hands of an 
experienced surgeon, does not invariably end in an entirely 
satisfactory result in the case of all forms and degrees of prolapse 
and, apart from the consideration of the position of the uterus, in 
cases of elderly patients with very relaxed pelvic supports, 
ventral fixation may be looked on as a useful adjunct to the 
plastic operation. If it has been necessary to open the abdomen 
for a dissociated condition, e.g. for removal of the appendix, 
there is less reason for not performing ventral fixation of the 
uterus, if the treatment of the prolapse is thought to be more 
complete by so doing; although this step will be regarded as a 
confession of weakness by those authorities who do not agree 
with the performance of ventral fixation in any circumstances. 

So far as the type of procedure adopted is concerned, most 
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gynaecologists are of the opinion that ventral fixation is contra- 
indicated in the child-bearing period, and although cases of 
repeated miscarriage following ventral suspension and ventral 
fixation occur, the former is the procedure of choice before the 
menopause if there is a possibility of pregnancy occurring... The 
debated question of ventral fixation versus ventral suspension in 
the child-bearing period will not be discussed here. 

The abdominal operation might be expected to increase the 
risk to the patient. Figures taken from the years 1922 to 1932 
inclusive, at the Chelsea Hospital for Women, support this. 
During those years there were 422 cases in which ventral fixation 
was combined with a plastic vaginal operation, but a number 
in which the vaginal procedure was restricted to colpo-perineorr- 
haphy are included; and there were seven post-operative deaths. 
The mortality was, therefore, 1.65 per cent. If approximately 
50 cases in which the abdominal operation of ventral suspension 
are added, there is another death, and the figure becomes 1.7 per 
cent. During the same period there were 1,224 vaginal opera- 
tions performed for prolapse, four post-operative deaths occurred, 
and the mortality rate was 0.33 per cent. If those cases in which 
the operation consisted only of colpo-perineorrhaphy or perineorr- 
haphy are deleted, leaving those treated by anterior colporrhaphy, 
with or without amputation of the cervix, anterior colporrhaphy 
and colpo-perineorrhaphy, Le Fort’s operation and interposition 
operations, the figure is 500 with three deaths, and the mortality 
was 0.6 per cent. This figure is given in an attempt to secure as 
satisfactory a comparison as possible. In a large number of the 
cases in which colo-perineorrhaphy was performed only a 
rectocele may have been present, and the question of ventral 
fixation could not have arisen. 


The causes of death were: 


Case 1. Age 57. Operation: Anterior colporrhaphy, colpo-perineorrhaphy, 
ventral fixation. The patient died 16 days after operation from pulmonary 
embolism. 


CasE 2. Age 64. Operation: Anterior colporrhaphy, colpo-perineorrhaphy, 
ventral fixation. The patient developed bronchitis and acute distension of the 
stomach and died from cardiac failure four days after operation. Brown 
atrophy of the cardiac muscle, gall stones and red granular kidneys were 
found post-mortem. 


CasE 3. Age 58. Operation: Anterior colporrhaphy, colpo-perineorrhaphy, 
ventral fixation. The patient died eight days after operation from broncho- 
pneumonia and cardiac failure. 
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Case 4. Age 4o. Operation: Amputation of cervix, anterior colporr- 
haphy, colpo-perineorrhaphy sterilization, ventral fixation. The patient 
died eight days after operation from a large pulmonary embolism. 


CasE 5. Age 63. Operation: Perineorrhaphy, small myomectomy, ven- 
tral fixation. The patient died nine days after operation from pulmonary 
embolism. 


Case 6. Age 48. Operation: Anterior colporrhaphy, colpo-perineorr- 
haphy, ventral fixation. The patient died two days after operation from 
acute suppression of urine. 

CasE 7. Age 52. Operation: Colpo-perineorrhaphy, myomectomy, ven- 
tral fixation. The patient vomited for several days after operation. After 
temporary improvement she became worse with vomiting and died on the 
sixth day with all the signs of intestinal obstruction. 

Case 8. Age 39. Prolapse and complete tear. Operation: Colpo- 
perineorrhaphy, Gilliam’s suspension. The patient developed acute cystitis 
due to an infection of the bladder with bacillus coli communis some days 
later. The catheter was not passed after the operation. A toxaemic condition 
supervened and the patient died of broncho-pneumonia and cardiac failure 
nine days after operation. 


DEATHS AFTER VAGINAL OPERATION ONLY. 

Case 1. Age 51. Operation: Anterior colporrhaphy. Pus exuded from 
the cervix at the commencement of the operation. The cave of Retzius 
was perforated in pushing up the bladder, and the patient died of peri- 
tonitis 24 days after operation. 

Cas—E 2. Age 52. Operation: Anterior colporrhaphy, colpo-perineorr- 
haphy. Patient would not pass urine and the bladder was catheterized for 
four weeks. She developed cystitis and pyelitis and died 47 days after 
operation. 

Case 3. Age 66. Operation: Fothergill’s operation, colpo-perineorrhaphy. 
The patient had a low blood-pressure and died on nineteenth day of cerebral 
thrombosis. 


Case 4. Age 38. Operation: Amputation of cervix, perineorrhaphy. The 
operation was straightforward. A few days later an abdomino-pelvic swel-. 
ling appeared, chiefly on the left side. A large abscess of unknown origin 
was opened through McBurney’s abdominal incision. The patient died ot 


toxaemia 20 days after operation. The infecting organism was the bacillus 
coli communis. 


The increased mortality and the incidence of post-operative 
sequelae after ventral fixation lend support against its employ- 
ment as a routine. Peritonitis or intestinal obstruction occasion- 
ally occurs, but the less dangerous scar hernia is by no means an 
infrequent later sequel. Chronic obstructive symptoms from 
adhesion of omentum or intestine to the abdominal scar may 
follow it, as they do other abdominal operations, and may neces- 
sitate laparotomy. The latter operation was performed in one 
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case for this reason at the Chelsea Hospital for Women. No trace 
was found of a ventral fixation performed four years previously, 
but the small intestine was sharply kinked and adherent to the 
posterior surface of the fundus uteri and to the broad ligament. 
The patient died suddenly three hours after operation. The 
ventral fixation in this case, however, had not been performed 
for prolapse. A rarer sequel is the persistent discharge of blood 
from a sinus every month, until the menopause, when a silk 
suture has been passed through the uterine cavity. It is prob- 
able, too, that distressing urinary symptoms are more common 
and persistent than after the vaginal operation. It is stated that 
after ventral fixation a small percentage of cases is followed by 
intestinal obstruction from a piece of intestine slipping between 
the uterus and the abdominal parietes and becoming adherent 
there. In the following case the obstruction followed ventral 
fixation, but from strangulation of small intestine in a scar 
hernia two years later. 


THE CASE. 

Ventral fixation was performed in conjunction with anterior colporrhaphy 
and colpo-perineorrhaphy for prolapse in which the descent of the cervix 
with the vaginal vault was a marked feature. The silk sutures used to 
fix the uterus were passed through the fascia of the recti abdominal 
muscles as well as through the peritoneum. The patient stated that a lump 
appeared in the abdominal scar shortly after she left hospital. Fifty-six 
hours before re-admission she developed abdominal pain and vomiting. The 
bowels remained constipated. On admission the temperature was 99.5° F, 
the pulse-rate was 138, its volume weak, and the tongue was dry. The 
vomitus was watery, brown, and slightly offensive, but scarcely faecal. Dis- 
tension of the abdomen was not a prominent feature of the case. Abdominal 
tenderness was marked, particularly in the lower two quadrants. The ventral 
hernia consisted of a rounded, tense, red swelling, about the size of a bisected 
billiard ball, and not reducible. It was slightly tender, and did not become 
more prominent on tightening the abdominal muscles. Within an hour 
following admission she was operated on. A vertical incision was made over 
the centre of the swelling, and dissection made down the right side of what 
proved to be a hernial sac containing a short loop of small bowel and some 
blood-stained odourless fluid. The bowel was gangrenous for several inches, 
and after division of the neck of the sac to allow the intestine to be with- 
drawn a resection of the strangulated part and end-to-end anastomosis were 
performed. It was demonstrated that the neck of the sac was situated immedi- 
ately to the left of the site of ventral fixation, and the sac itself passed a 
little downwards and to the left. The sac was excised and the wound closed 
in layers. The pulse was almost imperceptible when the patient was 
removed from the theatre, but improved later. 

Next day the patient vomited coffee ground vomitus during the morning. 
She did not vomit during the afternoon and evening, and the distension 
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present in the morning improved after she had passed flatus. Rectal salines 
with brandy and glucose and water by mouth were given. Four hourly 
enemata of ox bile were given in the afternoon. The general appearance 
became worse, and the pulse which had temporarily improved, weaker. 
The patient died next morning. 


MESENTERY 


= 7 FRESH ADHESIONS 





KINK 





ANASTOMOSIS 
BOWEL ALMOST COLLAPSED 
FOR 5-6 INCHES 


BOWEL COMPLETELY COLLAPSED 


CoNDITION Founp at AUTOPSY: 


The site of the obstructed piece of bowel was half-way down the small 
intestine—about six feet from the duodeno-jejunal flexure and the same 
distance from the ileo-caecal junction. The anastomotic junction was satis- 
factory. The bowel above this was distended with fluid and flatus, and for 
two inches below it up to a definite kink in the bowel. Those two inches of 
gut were adherent to the site of anastomosis and to the underlying mesentery 
and the surrounding structures. Distal to the kink, the bowel was about 
half the size of that above the kink, and contained a small amount of fluid 
and flatus for five or six inches. Below this again the small intestine was 
collapsed. The large bowel was also collapsed. When the fresh adhesions 
were separated and the small intestine straightened, the contents could be 
pressed past the anastomosis. Evidently the lumen at the anastomosis, 
although small, was sufficient to allow the passage of contents, but on 
dropping the bowel back into the abdomen a further and almost complete 
obstruction had occurred from a kinking of the small intestine two inches 
beyond the anastomotic junction. 


SUMMARY. 
1. Conditions of prolapse cannot be accurately classified 
according to the amount of descent of the cervix until traction is 
exerted on the cervix with the patient anaesthetized. 
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2. Operation is the treatment of choice in the majority of cases. 

3. The so-called pubo-cervical layer of fascia is a layer be- 
neath the mucous membrane of the vagina. Its composition in dif- 
ferent patients with prolapse varies from chiefly muscle to only 
fibrous and elastic tissue. 

4. The reconstruction of this layer is a part of a correct anterior 
colporrhaphy. 

5. The amputation or repair of the diseased cervix at the time 
of an operation for a prolapse is a prophylactic measure against 
the subsequent development of carcinoma. 

6. The repair of a small cystocele with a well-developed 
rectocele may avoid a later operation for a more developed stage 
of the condition. Similarly a small rectocele is properly dealt 
with at the time of an operation for cystocele. 

7. Most cases of prolapse can be dealt with satisfactorily from 
below. Ventral fixation in certain cases depends on surgical 
judgment and may be considered when the uterus is retroverted, 
or tends to be so after completion of the vaginal operation, and 
in a few cases in which the pelvic supports are unusually lax. 

8. Ventral fixation is contra-indicated as a routine procedure 
on account of the increased operative risk and the frequency of 
post-operative sequelae. 


I have to thank the honorary staff of the Chelsea Hospital for 
Women for its permission to use the figures of the hospital, and 
Mr. L. Carnac Rivett for his suggestion to publish the commen- 
tary and with it the case recorded above. 
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Praeternatural Patulousness of the Fallopian Tubes. 
‘“A Menace to the Peritoneal Cavity.”’ 


BY 
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(McGill), F.C.0.G., F.A.C.S. 
Gynaecologist and Obstetrician to the Royal Victoria Montreal 
Maternity Hospital. Professor of Clinical Gynaecology and 
Obstetrics at McGill University. 


IN a large series of tests to determine by Rubin’s method, 
whether the oviducts are patulous in cases of sterility, one is 
struck by the great variation in the pressure required to force gas 
through the Fallopian tubes. On the whole, one may state that 
the average normal case requires an initial pressure of 120 mm. 
Hg. to open the Fallopian tubes and the pressure then usually 
falls to 80 mm. and sways slightly with respiratory and tubal 
peristaltic action between 80 and 85 mm. of pressure. In obstructed 
cases the pressure may rise to 240 mm. without effecting a 
passage. In a few cases there is a praeternaturally large lumen 
to the Fallopian tube and the initial rise does not exceed 40 mm. 
with a subsequent fall to 20 or more. This excessive permeability 
of the oviducts has a direct clinical significance in exposing the 
abdominal and, in particular, the pelvic peritoneal cavity to a 
menace of invasion either bacterial or chemical, as the following 
cases will demonstrate. 

In 1922 the author was called at 2 a.m. by Dr. A. J. Martin 
to see a young woman suffering from an acute abdominal illness. 
She had all the classical signs of an acute general peritonitis of 
rapid onset without any clinically appreciable cause. 

On opening the abdomen thin pus was found throughout the 
abdominal cavity. Examination of the appendix and of the other 
viscera failed to show any primary cause. The Fallopian tubes 
were large and oedematous and pus could be squeezed out of 
both of them. Naturally it was impossible at the time to deter- 
mine whether the pus, primarily tubular, had trickled into the 
peritoneum, or whether primary peritonitis had effected the 
oviducts. Owing to the character of the pus and its probable 
pelvic origin, the abdomen was closed and the patient made a 
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rapid and uneventful recovery. Microscopically short chain 
streptococci were the only organisms present in the smears. 
Four years elapsed and the patient was sent to the hospital to 
ascertain whether any cause could be found for her sterility. 
The history was that she had had one child before the war, and 
in view of this fact and of the above history of peritonitis it was 
not thought necessary to examine the husband. The patient 
was subjected to the Rubin test, with the result that carbon 
dioxide easily went through at an initial pressure of 40 mm., 
then suddenly fell to 20 mm., and would not rise above this 
mark. The author’s surprise was such that he attributed the 
unusual reading to a faulty connexion, and _ involuntarily 
allowed an amount of gas greatly in excess of the usual amount 
to enter the peritoneal cavity, with considerable pain in the 
shoulder and appreciable diminution of liver dulness. 

Knowing that with normal pelvic functions and patulous 
Fallopian tubes the cause of the sterility was not likely to be due 
to the patient, the husband’s seminal fluid was examined and it 
was found to be devoid of spermatozoa, but a fair number of 
pus-cells and detritus were present. Smears showed several 
types of cocci in which the streptococci predominated. 

Three years later the author was again summoned because the 
patient had a repetition of the acute abdominal illness. The 
symptoms and signs were the same as in the first attack. The 
history was that intercourse had taken place twice within an 
hour during the previous night. Owing to her rapid recovery 
after the first acute abdominal invasion in which the laparotomy 
seemed to have played no part in the recovery, but merely 
confirmed the diagnosis, we decided to adopt a conservative 
treatment by ice and sedatives. The signs of general peritonitis 
subsided and became concentrated below the umbilicus. Two 
or three days later an exudate was palpably bimanually. Treat- 
ment was persisted in for over six weeks, during which time 
there were repeated peritoneal extensions of the infection with 
exacerbation of symptoms and fever. 

Finally the uterus, Fallopian tubes and ovaries were removed 
owing to a generalized low grade pelvic stréptococcal infection. 

In this case, therefore, there was a double invasion of the peri- 
toneal cavity, by way of the oviducts, secondary to a prostatitis. 

In the past three years the author has seen four cases of 
chemical peritonitis following vaginal douches. In three of these 
a bulb syringe was used; in the fourth, a fountain syringe. In 
two bichloride of mercury was the contraceptive used, in one, 
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formalin. Ata much later date it was possible in two of these 
cases to test the patients by Rubin’s method, when it was found 
that in one patient the gas entered the peritoneal cavity at 50 mm. 
and fell to 25 mm. and in the other at 40 mm. to fall subsequently 
to 25 mm. 

In 1930 the author was called to see a case of peritonitis 
localized to the left lower quadrant of the abdomen. The 
patient was a virgin of 17 years of age. She had had a profuse 
leucorrhoea for three months with intense pruritus of the vulva 
and burning micturition. The onset of the leucorrhoea had 
been sudden and the pelvic symptoms equally so. Three 
months separated the initiation of the leucorrhoea and that of 
the peritonitis. When seen, the patient had a high temperature, 
acute abdominal pain, left leg drawn up, and all the classical 
signs of a localized left pelvic peritonitis. Pelvic examination 
revealed a copious purulent leucorrhoea issuing from a very 
small hymeneal opening not larger than a pea. Microscopically 
trichomonads were present in large numbers. This case is one 
of those reported in the Lancet of September 1933, of pelvic 
peritonitis, probably of trichomonad origin. It was obvious 
that the specific treatment for tricomoniasis could not be 
successfully carried out through such a small aperture. It was 
assumed, owing to the absence of other specific disease, that 
the peritonitis was an ascending infection caused by the 
trichomonad. Consequently the patient was anaesthetized, the 
hymen was opened widely, and treatment with lactic acid 
douches and picric acid cones was begun immediately after- 
wards, with appropriate topical treatment for the acute 
peritonitis. The response to treatment was almost magical. 
Six months later the author induced the patient, with 
her mother’s sanction, to permit him to test the patency of her 
Fallopian tubes, on the plea that the peritonitis might have 
brought about sterility. The Rubin test was carried out with 
ease and gas went through at between 35 and 40 mm. 

In 1923 the author was called to see a school girl of 17 years 
suffering from acute abdominal pain. The story was that she 
was at gymnasium and was told to climb up a ladder at one end 
of the room and cross, hanging by her hands, to the other side 
by means of the ceiling ladder. She was menstruating at the 
time. When the performance was nearly finished and she was 
hanging by her hands she had a sudden abdominal pain, and two 
hours later was extremely ill. When seen at her home she had 
all the signs of acute general peritonitis. She was a virgin. 
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PRAETERNATURAL PATULOUSNESS 


Rectal examination failed to reveal anything but exquisite ten- 
derness. Operation was performed as soon as possible and a 
generalized mild streptococcal peritonitis was found. The peri- 
toneal reaction was not very severe, the fluid was turbid, but 
not frankly purulent, and as none of the usual causes of peri- 
tonitis was detectable the abdomen was closed, not without some 
misgiving. However, the patient made an uneventful recovery. 
Two years ago she came to my office with a history of sterility 
after two and a half years of married life. The husband refused 
to submit his seminal fluid to examination. However, she in- 
sisted upon going through her part of the examination. Pelvic 
function was normal in every respect, and Rubin’s test showed 
an excessive permeability requiring only 30 mm. of Hg. initially 
and a subsequent fall to 15 mm. In corroboration of these find- 
ings it may be mentioned that any observant gynaecological 
surgeon will recall that there is a great deal of difference in the 
oviducts of different patients. The normal Fallopian tube has a 
certain consistence, a definite length and accepted size. But 
there are wide variations. In some the tube is small and short, 
and to the touch has the consistence of whipcord. In others the 
Fallopian tubes are unusually long and convoluted, almost 
diffluent in softness and extremely patulous. These differences 
are undoubtedly due to developmental anomalies, for it will be 
readily seen that the small whipcord-tube is generally associated 
with an under-development of the uterus and ovaries, and 
excessively developed tubes are nearly always the concomitant 
of unusually large sexual glands. 

So it becomes apparent that praeternaturally patulous Fallopian 
tubes are a menace to the peritoneal cavity, owing to the ease 
with which an ascending infection may invade the pelvic or 
abdominal peritoneum. May not the cause of the occasional 
transtubal menstrual bleeding lie in this excessive permeability ? 
This contamination of the peritoneal cavity has been seen by so 
many surgeons while operating on patients during the cata- 
menia that it can no longer be a matter of doubt. And if such is 
the case may not these two conditions—unusual degree of 
perviousness and menstrual-spill—operating as cause and effect, 
become conjointly the primary causes of the exposure of the 
pelvic and abdominal cavities to the incidence of endometriosis. 





A Case of Spontaneous Rupture of the Uterus 
at six and a-half Months 


BY 
Harry BANKS, F.R.C.S. (Edin.). 
Radiologist, Aberdare General Hospital. 


Past history. 


Up to the year 1920 Mrs. S., aet. 34, had no illness of any 
account, and earned her own living as a shop assistant. In 1920 
she began to have grastric symptoms, and in November 1921, I 
performed posterior gastro-enterostomy on her for an ulcer upon 
the lesser curvature of the stomach. Following this operation 
she nearly died from haemorrhage, but ultimately made a good 
recovery and has not had any gastric symptoms since. She 
married in 1922. In 1923, I removed a chronic appendix from 
her. In 1924, she became pregnant and miscarried at six 
months. During this pregnancy she complained continuously of 
acute abdominal pain. The day after miscarriage I understand 
she was curretted, and, becoming septic, was in bed for three 
months with a foul discharge and pyrexia. In 1924, I operated 
on her for a fissure in ano. From then until the present illness, 
she has been in good health. 


I was called to see the patient at 11.30 p.m. on April 2oth, 
1932. She was six and a half months’ pregnant, and had been 
in excellent health during the pregnancy until 6.30 p.m. on the 
evening I was called to see her. 

Prior to the attack the patient had been sitting quietly 
upstairs in church, when she felt a very acute pain low down on 
the right side of her abdomen. She had just had tea in the 
vestry downstairs, and had walked upstairs and sat down feeling 
very well. She suddenly went very white and felt somewhat 
faint. In 10 minutes time she walked out of the church with 
difficulty, took a taxi home, and went upstairs to bed on her 
hands and knees. The pain became worse and tended to spread 
up the abdomen. She vomited several times after taking brandy 
and whisky. 
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SPONTANEOUS RUPTURE OF THE UTERUS 


Condition on Examination. 

The patient was lying on her back with her knees drawn up. 
Temperature 97°F. pulse-rate weak (115) but regular, sighing 
respiration. She complained of pain in the lower part of the abdo- 
men. The abdomen was tender, particularly in the lower right 
half, and was uniformly distended to a size corresponding to a 
seven months pregnancy. The uterus could not be made out. 
There was not any bleeding per vaginam, and the cervix and os 
could not be felt. The pain was a continuous ache, together with 
cramp which came on every few minutes. 

I was uncertain of the diagnosis and had her removed im- 
mediately to hospital. Morphine, gr } was given, and she had 
a fair night, but vomited twice. The next morning, her condition 
being the same, I thought I could detect the fundus of the uterus 
midway between the umbilicus and the ensiform cartilage. Still 
there was not any loss per vaginam or dilatation of the os. The 
symptoms pointed to an internal haemorrhage, and a tentative 
diagnosis was made of either a concealed accidental haemorrhage 
or a right sided ruptured ectopic gestation. 


Operation. 

' Twenty-nine hours after the patient became ill her abdomen 
was opened, and on displacing the omentum a quantity of dark 
blood-clot was seen, together with a large tumour lying 
free in the abdominal cavity. On removal of the tumour it 
was found to be a foetus surrounded by its placenta and mem- 
branes intact. The uterus, which had retracted well, was brought 
up into the abdominal wound, and was found to have a large 
irregular gaping tear in the front extending from one cornu to 
the other. The tear measured approximately six inches by four. 
The edges were everted and the uterine muscle anaemic. There 
was not any active bleeding. The uterine wall appeared healthy 
and of normal thickness. Some pieces of placenta were removed 
from the interior of the uterus and an attempt made to dilate the 
cervix. This I failed to do using ordinary force. The tear was 
stitched up, blood clots removed, and the abdomen closed. The 
patient was placed in the lithotomy position, and after consider- 
able difficulty the os was located and dilated to No. 8 Hegar. The 
patient stood the operation well. Convalescence was rather dis- 
turbed. Paralytic ileus developed, and the bowels did not 
act until the fourth day when there followed a bad attack of 
diarrhoea. On the seventh day the temperature rose and a right- 
sided pelvic cellulitis developed, and after an abscess had burst 
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per vaginam her condition improved. The vaginal loss was 
very small all through her convalescence, and she had consider- 
able after-pains. The abdominal wound healed primarily and 
she was discharged in seven weeks. 

The specimen removed from the abdomen shows a complete 
ovum. There are in the placenta two dark areas consisting of 
blood-clot, evidently due to a concealed accidental haemorr- 
hage. 

‘A portion of the placenta was examined microscopically, and 
the report states: The specimen consists of chorionia villi which, 
although without areas of degeneration or necrosis, are abnorm- 
ally small for those of six-month’s placenta, with little or no 
trophoblast. The most probable diagnosis is syphilis, but there 
is no histological evidence of it, nor, indeed of any lesion except 
the marked hypo-plasia. 

I examined Mrs. S. in October 1932, when she was in good 
health. The periods were regular, lasting two days as before 
with very little pain. The uterus was slightly enlarged and 
adherent to the abdominal wall. There was some thickening of 
the left parametrium. There had not been any difficulty with 
urination or defaecation. The cervix was palpable, small and 
conical in shape with a pin-hole os The blood Wasserman 
reaction on August 18th, 1932, was negative. 


CONCLUSIONS. 


The cause in this case I take to be an intense uterine contrac- 
tion occurring after concealed accidental haemorrhage, the os 
being of a particularly rigid nature. It is particularly to be 
noticed that there is not any history of ill health during the 
pregnancy, or of violence. 

The microscopical report is suggestive, yet the uterine muscle 
appeared healthy, and the blood Wasserman reaction was 
negative. 

The operation was performed 29 hours after the occurrence of 
the rupture, yet there was no active bleeding owing to the 
retraction and contraction of the uterus. I have failed to find a 
report of a similar case in the literature, and I believe the case 
to be unique. 

An Egyptian doctor writing recently in the British Medical 
Journal on the subject of rupture of the uterus, stated that in a 
series of over 120 cases that had been under his care, in every 
case the cause was obstructed labour at term. 

Lastly as to treatment. There are two courses open in such 
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SPONTANEOUS RUPTURE OF THE UTERUS 


a case, either to remove the uterus, or to stitch up the tear. 
I consider that the latter is to be preferred as it takes less time. 
The case illustrates a point which has been emphasized before, 
namely that haemorrhage is not necessarily dangerous to life in 
rupture of the uterus unless the tear involves the uterine arteries. 








Artificial Production of Menstruation with Ovarian 
Hormones in cases of Primary and Secondry Amenorrhoea 


By ALFRED Logser, M.D. (Berlin). 


Late Consulting Gynaecologist to the Hufeland Hospital. 


Hisaw, R. K. Meyer and Fewold reported, in 1930, that by the 
administration of certain doses of follicular and corpus luteum 
hormones to castrated monkeys the atrophical endometrium could 
be converted into one efficiently functioning. Kaufmann, in 1932, 
reported the case of a castrated woman to whom he administered 
210,000 mouse units follicular hormone and 35 rabbit units corpus 
lutuem hormone, and on curetting the uterus found that an 
atrophic mucous membrane had been changed into a premenstrual 
one. 

I have been working for several years with follicular hormones 
in an endeavour to ascertain the doses of follicular hormones 
necessary to remedy disturbances of the menstrual cycle in human 
beings. During the last year I have treated five cases of primary 
amenorrhoea in which I tried, following the plan of the above- 
mentioned scientists, not only to prove histologically the develop- 
ment of a menstrual endometrium, but to produce menstrual 
bleeding as well. In November 1932, and February 1933, I 
reported at the Gynaecological Society of Berlin that for the 
first time I had been successful in producing menstruation in a 
case of primary amenorrhoea. In three out of these five cases 
I succeeded with doses of 300,000 mouse units of a preparation 
of follicular hormone, followed by injections of a luteum hormone 
in producing a normal menstruation—normal, in the sense that 
the mucos membrane of the uterus curetted on the second or 
third day of menstruation showed all the distinct histological 
indications of an efficiently functioning endometrium on the 
twenty-eighth day of the menstrual cycle. These women, who 
were aged respectively 25, 30, and 38, had previously never men- 
struated before and had not had any genital bleeding. The uteri 
of the three patients were hardly palpable and, as a result of the 
treatment, prepared by Kaulbaum-Schering of Berlin, the uterus 
in each case increased in length to five and seven centimetres 
respectively. The treatment was as follows: 
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ARTIFICIAL PRODUCTION OF MENSTRUATION 


On the first and seventh day, one cubic centimetre of the 
follicular hormone, prepared by Schering of Berlin, containing 
100,000 mouse units was given intramuscularly. On _ the 
fourteenth day another injection of one cubic centimetre (50,000 
units) was given, on the nineteenth day one cubic centi- 
metre (50,000 units) and from the twenty-second to the twenty- 
sixth day (inclusive) one cubic centimetre corpus luteum hormone 
(10 rabbit units). On the twenty-eighth day menstruation ensued. 

It is possible, however, by administering stronger doses, and 
more quickly, to produce menstruation a few days earlier, by a 
method which I shall report on later. 

The treatment I have indicated resulted not only in menstrua- 
tion but also the feminine attributes of the patients, hitherto not 
strongly marked, were changed physically and psychically. 

In both the two remaining cases a positive result could not be 
attained. In one of them the curettings revealed a tuberculosis; 
in the other the curetting, which had already been performed 
before the treatment, showed that a mucous membrane of the 
uterus was entirely absent. It is obvious that menstruation 
can only be produced by administering hormones when a 
mucous membrane of some kind is existing, even if it is 
obviously atrophic. In the case of a woman 80 years old, whose 
senile state it was sought to improve because of intense arterio- 
sclerosis, and which was actually improved, an unintentional 
menstrual bleeding took place; a proof that it only depends upon 
a sufficient hormone dose to restore again an efficiently function- 
ing mucous membrane. The mucous membrane, however, must 
not only be restored (follicular hormone), but it must also be 
degenerated beyond the secretory phase by introducing corpus 
luteum hormone. By administering a sufficient hormone dose, 
therefore, the mucous membrane is not only restored, but it delays 
decay, just as happens in nature in every healthy woman. We 
do not know how these hormone doses are produced every month 
by the female body, but we can gather from the investigations I 
have carried out that the ‘‘artificial hormone dose’’ necessary to 
produce menstruation amounts to approximately 300,000 units 
follicular hormone and 40-50 units corpus luteum hormone. 

Unfortunately, however, the women subjected to this treat- 
ment menstruate only once. If the treatment is stopped the period 
no longer takes place. Sometimes it is possible, even without pre- 
scribing luteum hormones, again to produce menstruation by 
administering follicular hormones; it even happens that without 
any treatment, after several courses of treatment an indicated 
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bleeding takes place. In general a treatment for months is 
necessary to produce the bleeding repeatedly at the term desired. 
I do not wish to discuss here whether in some cases a ripening of 
the follicle, but not a development of the corpus luteum gland, 
takes place in the ovary by itself, or whether in other cases by 
its own impetus not a ripening of the follicle, but perhaps the 
development of a corpus luteum gland takes place. These are 
somewhat complicated questions which will be dealt with later. 

The circumstances are different in cases of secondary amenorr- 
hoea. Although in such cases it has only been possible two or 
three times to produce menstruation with follicular and corpus 
luteum hormones, in most cases—not always--the menstrual 
cycle remains normal after discontinuing the cure. In these cases 
smaller doses than those stated above may be applied, and in 
some cases even 100,000 units of follicular hormone suffice to 
produce a menstruation. 

In the investigations which I have carried out I find that the 
menstrual cycle of normally menstruating women can be unin- 
tentionally altered either backwards or forwards with such large 
hormone doses. An exact scheme of menstruation displacement 
cannot as yet be drawn up. Women with climacteric disturb- 
ances react especially well to large doses, still better women with 
an atropathy of an ovarian nature and women with relapsing 
skin affections. Leucorrhoea, in many cases due to ovarian 
insufficiency, is favourably influenced by large doses of follicular 
hormone as described in earlier papers of mine. 





‘ERRATA 


Vol. 40, No. 7. Page 1224. Article by H. Brodio: read ‘‘ Late 
Assistant Master ’’ in place of ‘“ Acting Master.”’ 
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BOOK REVIEWS. 


“X-ray pictures illustrating delivery with the forceps.’’ By WERNER 

LuttGce. Published by Ernst Reinhardt, Miinchen. 
In 1912 Manges attempted to obtain exact measurements of the pelvis by 
means of the X-rays, which since that date have been increasingly used in 
obstetrics. Liittge has written a little book of 55 pages containing an atlas 
of 34 X-ray photographs illustrating the effects of the application of the 
forceps on the foetus. Whereas in normal labour the foetus is expelled by 
forces acting from above, the forceps acts by traction from below and the 
resultant mechanical differences, chiefly affecting the spinal column and the 
flexion of the head, are well shown. While this little book, with a foreword 
by Professor Wintz, cannot influence treatment, it satisfactorily fills a gap 
in our knowledge and incorporates some sound precepts. 

G. W. Theobald. 


“Sex Efficiency Through Exercises: Special Physical Culture for Women.’’ 

By TH. H. Van DE VELDE; M.D. Heinemann. Price 25s. net. 

THE fact of the publication of such a book as this expresses the very con- 
siderable change in the attitude of most women towards physical develop- 
ment and physical fitness. 

Women, as a whole, are appreciating more keenly the need for control 
and development of their bodies, and questions as to the most desirable 
form of exercise in adolescent girls, during pregnancy and after parturition, 
come with increasing frequency from the patient if not first broached by her 
medical adviser. 

In describing a series of exercises suitable for women in all phases of 
their reproductive life, the author makes one particularly salient. remark. 
He says (p. go): ‘‘I consider it the duty of any one who wishes to prescribe 
or help with the gymnastic treatment of pregnancy or the puerperium—or 
any remedial gymnastics—to try the possible exercises in person on them- 
selves.”’ 

He is also repeatedly and most desirably insistent on the need for care in 
avoiding fatigue or overstrain when performing the exercises. 

The description of the exercises is clear and easy to follow: the illustra- 
tions are adequate and the films at the end of the book particularly 
illuminating. It must be borne in mind that the book is intended for use 
by the doctor or by a trained medical gymnast in consultation with the 
doctor, and while a proportion of the exercises will be beyond the capabilities 
of a given patient, the decision as to how far they are applicable in any 
particular case must be a matter for individual observation and decision. 

Probably the title of the book is its most unfortunate feature, and had 
this been omitted and its sub-title only used it might well have reached a 
larger public. The generous sprinkling of exclamation marks throughout 
the text is also to be deprecated, whether this should be laid to the door of 
the author or of the translator. In spite, however, of these initial drawbacks, 
the book will be of real value both to gynaecologists and obstetricians. 

Gladys Hill. 
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“Gynaecology Explained to Nurses.’’ By D. M. Dickinson. London: 
Faber and Faber. 
THis book is written by an experienced nurse for nurses. After a short 
chapter on pelvic anatomy and physiology the disorders of menstruation are 
dealt with, then follows a very short chapter on the signs and symptoms of 
pregnancy. It may be that the student nurse will be attracted to a small 
textbook rather than to one which is more lengthy, but a description of 
labour, compressed as it is into two or three pages, seems to us to be of 
doubtful value. It may be that this book is intended to arouse the interest 
of the nurse so that she will be impelled to seek elsewhere for more complete 
details. Some of the diagrams are very helpful and also the chapter on 
gynaecological instruments. The charts and details of post-operative nursing 
should be very helpful to the student nurse. 
G.A.R. 








Review of Current Literature. 


Tuis Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynzcology of the British Empire’’ exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—Medical Journal of Australia. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshilfe und 
Gyniakologie; Zentralblatt fiir Gynaikologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature will keep the readers of this Journal 
in touch with current literature throughout the world. At the end of each 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements will also be made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. BEaTTIE, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; R. L. Dopps, F.R.CS.; 
R. C. LigHtwoop, M.D.; D. H. MacLEop, F.R.C.S.; J. A. Moore, 
M.B.; C. D: Reap, F.R.C:S. (Edin.); F. Rogugs, F.R:C.S.; R. 
WINTERTON, M.D. ; 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: R. H. B. Apamson, M.D. 

Liverpool: M. Datnow, M.D.; P. Mapas, F.R.C.S. 

Sheffield: W. W. Kine, F.R.C.S. 

Glasgow: JANE H. FILsSHILL. 

Liverpool: M. DatNow, M.D.; P. Matpas, F.R.C.S. 

Glasgow: Jane H. FILsHILL; R. SHARMAN, M.D.; H. MacLennan, M.D. 
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The Journal of Physiology. 


Vol. Ixxix, July 28th, 1933, No. 1. 


*The capacity ot the uterus of the rabbit to respond to prolonged luteal 
activity. M. K. McPhail. 


Vol. Ixxix, 4th September, 1933, No. 2. 


*The effect of oestrin on reactivity and spontaneous activity of the rabbit’s 
uterus. J. M. Robson. 


Vol. Ixxix, 6th October, 1933, No. 3. 


*The normal behaviour of the isolated uterus of the guinea-pig and its 
reactions to oestrin and oxytocin. W. H. Newton. 


Tue Capacity OF THE UTERUS OF THE RaBBIT TO RESPOND TO PROLONGED 
LuTeEaL ACTIVITY. 


Attempts were made to prolong pseudo-pregnancy in the rabbit by induc- 
ing successive ovulation after the intravenous injection of five cubic centi- 
metres of fresh urine of pregnancy, and by examining the ovaries by lapar- 
otomy 24 hours later; this procedure was repeated every 10 days for three to 
five weeks. The results obtained after section of the uterus show that pseudo- 
pregnant proliferation was present reaching the maximum about 28 days 
after the first injection of urine. This mucosal proliferation was due to 
the production of new corpora lutea in the ovaries. 


THE EFFECT OF OESTRIN ON REACTIVITY AND SPONTANEOUS ACTIVITY OF. THE 
Rassit’s UTERUS. 


The injection of oestrin into mature female rabbits, whether the ovaries 
have been excised or otherwise, causes (1) an increase in size of the uterus, 
(2) an increase in reactivity of the uterus to oxytocin in vitro, (3) an increase 
in the spontaneous activity of the uterus in vitro. The state of the uterus 
after the injection of oestrin is compared to that existing at parturition. The 
possible roles of the ovarian hormones in altering the state of the uterus at 
different phases of pregnancy and parturition are discussed. 


THE NoRMAL BEHAVIOUR OF THE ISOLATED UTERUS OF THE GUINEA-PIG AND 
ITS REACTION TO OESTRIN AND OXYTOCIN. 


In this investigation strips of immature virginal uteri, mature uteri, preg- 
nant uteri, and uteri after ojphorectomy were used and the following conclu- 
sions arrived at: (1) Oestrin in vitro has no action on the immature or mature 
uterus, but if previously injected into the intact animal, it modified the 
contractions. This is probably due to muscular hypertrophy. (2) The action 
of oxytocin on the immature, pregnant and the involuted uterus is described 
and this action was found to be partly neutralized by the presence of oestrin 
in the muscle-bath. 

J. A. Moore. 
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REVIEW OF CURRENT LITERATURE 


The Canadian Medical Association Journal. 


Vol. xxix, No. 4, October 1933. 
*The choice of anaesthetic in complicated obstetric cases. S. Johnston. 


THE CHOICE OF ANAESTHETIC IN COMPLICATED OBSTETRIC CASES. 

Cardiac lesions, pulmonary tuberculosis, diabetes, haemorrhage and 
toxaemia, when complicating pregnancy, call for grave consideration with 
regard to the choice of anaesthetic and the method of its administration. 

Cardiac lesions. In mitral regurgitation with back pressure, oedema and, 
perhaps, cyanosis, nitrous oxide with a high percentage of oxygen is the 
anaesthetic of choice. Atropine should be given previously. A small per- 
centage of chloroform, with ether and oxygen, may also be used. It must, 
however, be remembered that the prolonged administration of ether may 
lead to pulmonary oedema. Mitral stenosis is always a serious complication. 
Dilatation of the left auricle may be brought about by faulty administration 
of the anaesthetic. Ether with oxygen and an oily solution of ether, given 
by the rectum, are the anaesthetics to be preferred. 

In aortic disease careful induction of anaesthesia is required. A sixth 
of a grain of morphine with two-hundredths of a grain of atropine should 
be given three-quarters of an ‘hour before the anaesthetic. One-twelfth of a 
grain of heroin may be substituted for the morphine. For prolonged opera- 
tions anaesthesia should be induced with nitrous oxide and oxygen and 
maintained with ether by the drop method. For short anaesthesia nitrous 
oxide, oxygen and ether should be used throughout the operation. Cyanosis 
must be avoided. Syncope should be watched for as the patient recovers. 
She should not be allowed, to sit up for some time. The estimation of the 
blood-pressure is as important as examination of the heart when decompen- 
sation is present. Compensation never returns with a falling blood-pressure. 
When the haemoglobin percentage is low the oxygen-carrying capacity is 
decreased and greater cardiac. effort is necessary. In cases of decompensa- 
tion the anaesthetics of choice are nitrous oxide, oxygen and ether with a 
high percentage of oxygen. 

When myocarditis or fatty degeneration of the heart is present, the 
danger of anaesthesia is greatly increased. In these cases ether with oxygen 
is the preferable anaesthetic after induction with nitrous oxide and oxygen. 
In all cardiac cases it is important to avoid frightening the patient and to 
induce anaesthesia slowly, diluting the anaesthetic with air and oxygen. 

Pulmonary tuberculosis. The air passages must not be irritated or 
the breathing over-stimulated. Ether is contra-indicated. Nitrous oxide 
and oxygen, after morphine, or heroin and atropine, is the anaesthetic of 
choice, addding nembutal for nervous patients. Spinal anaesthesia would 
be the second choice with the same premedication, and chloroform would be 
third without any premedication. 

Diabetes. Chloroform should, if possible, be avoided. If its use is 
necessary, small amounts should be given with oxygen. Nitrous oxide and 
oxygen is the best anaesthetic, after the previous administration of morphine, 
heroin or nembutal. Spinal anaesthesia is good, 50 to 100 milligrammes of 
novocain are given between the third and fourth lumbar vertebrae after the 
same premedication as that used for nitrous oxide and oxygen. After these 
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ether has third place; the open method should be used, or, preferably, it 
should be given with oxygen. 

‘Haemorrhage. Nitrous oxide and oxygen with the addition of ether are 
chosen and five to 10 per cent of carbon dioxide is administered in addition 
at intervals. Ether with oxygen is well tolerated. Preparations should be 
made for glucose and saline to be given intravenously and for the transfusion 
of blood in severe cases. 

Toxaemia. The most important toxaemic diseases are eclampsia, per- 
nicious vomiting, chorea gravidarum, hydraemia and albuminuria. It is 
important to be sure the stomach is empty, employing lavage if necessary. 
Chloroform should be avoided; ether is safer, but not so safe as nitrous oxide 
and oxygen, either for the mother or the child. Spinal anaesthesia is 
recommended, except with high or low blood-pressure, or exhaustion from 
haemorrhage or pernicious vomiting. 

J. Lyle Cameron. 


From “The Time” (U.S.A.) 
November 27th, 1933. 


Wuy Mortuers DIE. 


The Chicago Medical Society was in a furore recently. In the September 
number of the American Mercury, Morris Fishbein, Editor of the Journal of 
the American Medical Association, had poked gently caustic fun at the 
elaborate routine of present-day obstetric practice. He made bold to wonder 
whether modern mothers in childbirth are really better off than those of 
horse-and-buggy days. For this heresy the Society demanded that the 
A.M.A. discipline its spokesman. This the A.M.A. flatly refused to do. 

Out of the East, almost simultaneously, came a barrage of statistics to 
back up Editor Fishbein. It is generally agreed that the United States of 
America is one of the unsafest places in the civilized world to have a baby. 
Four years ago the New York Academy of Medicine appointed a committee, 
headed by Dr. Ransom S. Hooker, to find out why. In New York City, home 
of specialists and medical centrés, where the maternal mortality is consider- 
ably less than that of the United States as a whole, the committee set out to 
analyse the cause of every death of a woman in childbirth. Recently it 
presented its appalling discoveries. 

During the three years covered, 2,041 mothers of New York City died in 
childbirth. More than half of them (1,343) need not have died. Were they 
women too ignorant or too poor to go to the doctor? No; only about one- 
third of the needless deaths was due to failure of mothers to take advantage 
of professional care. An amazing fact introduced by the committee was that 
61.1 per cent of needless deaths were chargeable to the medical profession. 
‘‘Some of these situations,’’ thundered the report, ‘‘have arisen out of the 
fact that internes have been given too wide a field of independent activity. 
Most are plainly the results of incompetence.’’ 

How have obstetricians gone wrong? Chiefly, said the committee, in 
resorting to operations and anaesthesia. Competent authorities say that in 
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only five per cent of all deliveries need the physician do anything but help 
Nature. Yet in 67 New York hospitals the investigators found that nearly 
25. per cent of deliveries were made with the aid of instruments. To these 
mothers death came five times as frequently as to those who bore their 
children naturally. Said the committee, ‘‘a certain indictment of those 
undertaking interference’’ with Nature. 

How large a part the constantly increasing use of anaesthetics played in 
causing operations, the committee could only guess. But it does know that 
anaesthetics weaken the mother’s natural power to expel the baby, thus 
frequently necessitating instrumental aid. 

Nearly one-third of all New York’s deliveries were in the home. Less 
than one-sixth of the preventable deaths occurred there. Granting that 
home deliveries are usually normal ones, the committee yet found cause for 
alarm in the failure of moving patients to hospital to reduce puerperal 
infection and death. 

Most laymen regard midwives as deplorable relics of medieval prudery. 
Surprisingly, the committee found that although New York City has 863 
licensed midwives, who attend about 1o per cent of all deliveries, midwives 
were to blame for only two per cent of the preventable deaths. For normal 
home deliveries, the committee concluded that a competent midwife is as 
good as a physician; it was recommended that more midwives be trained. 

The investigators further declared that physicians should realize and 
tell their patients that operations undertaken merely to relieve pain or 
shorten labour are risky. Mothers should realize they must have early and 
frequent medical examination during the pre-natal period. Hospitals should 
obtain qualified obstetricians to head their staffs; develop specially trained 
nursing staffs; establish adequate pre-natal clinics, available to every 
woman; maintain separate delivery rooms, rigidly guarded against infection; 
give subordinates careful supervision. Private hospitals should be supervised 
by a responsible board. 


The Calcutta Medical Journal. 


Vol. xxvii, No. 10, April 1933. 
A case of adenocarcinoma of the ovary twisted on its pedicle. J. M. Das. 


Vol. xxvii, No. 11, May 1933. 
*Splenectomy in the course of gynaecological laparotomy for a_ pelvic 
tumour. J. M. Das. 


SPLENECTOMY IN THE COURSE OF GYNAECOLOGICAL LAPAROTOMY FOR A PELVIC 

TUMOUR. 

The patient, a married girl of 13, was operated on for a pelvic tumour 
the size of a six months’ pregnant uterus. This proved to be an enlarged 
spleen which had become twisted on its pedicle. Later the case was 
diagnosed to be one of kala-azar. 

A. C. Bell. 
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The Journal of the University of Bombay. 


Vol. i, Part 5, March 1933. 
*The rabbit ovulation test. S. B. Anklesaria. 
*Some characteristics of the Indian pelvis. H. D. de Sa. 


THE RABBIT OVULATION TEST. 

This test has been described by other workers for the identification of 
hormones in the urine of pregnant women. The advantages claimed for this 
test are that it gives earlier results than that practised by Zondek and 
Aschheim on mice; the rabbit is a large and tame animal; the results can be 
read by the naked eye; and the same animal can be used more than once 
for the test. The technique used by this author consists in the injection of 
four cubic centimetres of urine at two-hourly intervals into the rabbit’s 
auricular vein until 24 cubic centimetres have been injected; 48 hours after 
the first injection an aseptic laparotomy is performed and the rabbit’s 
ovaries are inspected for ruptured follicles, haemorrhagic follicles, and 
corporea lutea; these changes indicating a positive reaction. The results of 
the tests carried out by this technique are reported in detail, and include the 
investigation of the urine of 33 pregnant and 15 non-pregnant women, seven 
cases of ectopic gestation, seven cases each of abortion and hydatidiform 
mole, and two cases of chorion-epithelioma. 

In all cases the results correspond with the clinical findings, and in one 
case of chorion-epithelioma the test was positive in the dilution of one in 32 
till death. 


SOME CHARACTERISTICS OF THE INDIAN PELVIS. 

The results of an investigation of 8,714 pelves, 566 abnormal labours, and 
4,573 foetfis are described. The following conclusions are drawn: (1) That 
the Indian pelvis is round compared with the European oval pelvis. (2) That 
the external diameters of the Indian pelvis do not give any certain criterion 
of the internal diameters of the true pelvis. (3) That spontaneous labour 
may be expected in the Indian pelvis with an external conjugate diameter 
of 15 or 16 centimetres. (4) The Indian foetus is relatively smaller, the 
cranial bones are softer, and mould easily. (5) That a trial of labour, 
judiciously advocated, will spare many Indian women from serious opera- 
tions and their consequences. 

A. C. Bell. 


Journal of the American Medical Association. 


Vol. ci, No. 12, September 16th, 1933. 
The four major problems in gynaecology. B. C. Hirst. 
*Treatment of chronic infection of the pelvis: a consideration of Elliott’s 
method. V. S. Counseller. 
Vol. ci, No. 13, September 23rd, 1933. 
*Abdominal pain in pregnancy. Stuart B. Blakely. 
Vol. ci, No. 14, September 30th, 1933. 
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—*Ovarian tumours associated with secondary sex changes: granulosa-cell 
carcinoma and arrhenoblastoma. E. Novak and J. H. Long. 
Vol. ci, No. 15, October 7th, 1933. 

Generalized oedema occurring only at the menstrual periods. W. A. 
Thomas. 

*The management of the third stage of labour. L. A. Calkins. 

Does quinine in the induction of labour have a deleterious effect on the 
foetus? E. L. King. 

Bilateral abductor paralysis in an infant two days old with tracheotomy 
and recovery. S. J. Pearlman and N. Leshin. 

Vol. ci, No. 16, October 14th, 1933. 

Cancer-like lesions of the uterine cervix. M. Cutler. 

Vol. ci, No. 17, October 21st, 1933. 

The relief of pelvic pain by sympathetic neurectomy : a report of seven cases 
in which the superior hypogastric plexus (presacral nerve) was resected. 
Frederick S. Wetherell. 

Vol. ci, No. 18, October 28th, 1933. 
*Arterioles of the retina in toxaemia of pregnancy. H. P. Wagener. 


THE TREATMENT OF CHRONIC INFECTION OF THE PELVIS: A CONSIDERATION OF 

ELLiotr’s METHOD. 

Elliott’s method consists of the introduction of a rubber bag into the 
vagina round the cervix and through which a constant stream of water, 
maintained at a constant high temperature, is circulated by means of a small 
electric motor. The temperature of the water and the degree of distension of 
the bag may be kept at a constant level for any length of time. 

The temperature of the water is kept constant by means of a thermostat, 
the optimum temperature has been found to be in the region of 130°F but not 
above this figure. Such a temperature in the vagina produces one of 106°F 
in the pelvic peritoneal cavity and rectum, and a temperature of 104°F in the 
bladder without any disturbance in the general temperature of the body. 

The average time for treatment is one hour, varying with the patient’s 
tolerance to heat. During this treatment marked hyperaemia of the pelvic 
tissues, an average increase of 17 per cent in the leucocytes among 87 per 
cent of the patients treated, a local elevation of the temperature in the vagina, 
uterus, rectum, bladder, and pelvic peritoneal cavity of five to seven degrees 
Fahrenheit, and a profuse discharge from the cervix and vagina were 
observed. 

The author goes on to describe the results of treatment by this method in 
43 cases of pelvic infection of all types, and comes to the following conclusions : 
A high percentage of chronic infections of the pelvis can be cured clinically by 
the prolonged and sustained application of heat to the vagina, using Elliott’s 
teehnique. There is a constant small percentage of cases of chronic infection 
in the pelvis which requires operative interference. Complications are often 
caused by lesions of other pelvic structures and the intestines. Satisfactory 
results in this operative group are best obtained by the post-operative use of 
Elliott’s treatment starting on the fifth day after operation. 


ABDOMINAL PAIN IN PREGNANCY. 
A series of 300 obstetric cases has-been studied with a view to determining 
the percentage in which pain is complained of some time during pregnancy 
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and the cause of the pain in these cases. The author states that 85 per 
cent of women complain of abdominal pain some time during pregnancy 
and the incidence of pain increases with each month up to the last, at which 
time.a marked decrease occurs. 

Abdominal pain in pregnancy may be classified according to its anatomical 
origin, the mechanism of its production, and the situation in which the pain 
is felt by the patient. The anatomical origins may be grouped into: (1) 
Abdominal parietes. (2) Uterus with contents and adnexa. (3) Extra- 
genital organs and tissues. The pain may be of visceral or somatic origin 
but is caused chiefly by distension or contraction of the uterus, its source 
can usually be determined. There is more pain in the lower than the upper 
part of the abdomen and in both more on the right side. Abdominal pain in 
pregnancy varies much in character and severity and is influenced by many 
factors, pregnant women are not immune to any of the causes of abdominal 
pain. This paper is a useful one but an accurate abstract cannot be made on 
account of the numerous tables and diagrams which are used in explanation 
of the text. 


OVARIAN TUMOURS ASSOCIATED WITH SECONDARY SEX CHANGES. 

Novak and Long believe in Fischel’s theory that the real germinal epithe- 
lium of the ovary is derived from the mesenchyme of the sex gland anlage, 
and that later on there is a differentiation of this tissue into ova and follicular 
epithelium to form the primordial follicle. In this process rests of granulosa 
cells may remain in the substance of the ovary and, in some cases, may be 
demonstrated in post-natal ovaries. It is from these rests that granulosa-cell 
tumours arise and not, as was formerly believed, from the granulosa of adult 
follicles. 

The granlosa cell is a typically feminine cell, producing the so-called female 
sex hormone, theelin. It is not surprising, therefore, that the hormonal effects 
produced by tumours of this variety are along the lines of feminity, with 
over-accentuation of certain female sexual characters and functions. 

Brenner’s tumour by contrast appears to exert no endocrine effect whatso- 
ever, and this presumably is due to the fact that its origin is related to an 
early undifferentiated phase of development, the cells not functioning along 
either male or female lines. From such an early undifferentiated phase of 
the cells, likewise, the seminoma may arise which also exerts no effects on 
sexual characters. 

A very rare type of tumour occurring in the ovary is the arrhenoblastoma 
which has the opposite effect upon the sex characteristics to that produced 
by the granulosa-cell tumours. The histogenesis of these tumours, according 
to Meyer, is to be sought in certain undifferentiated cells persisting in the 
rete ovarii, and capable of later function along either male or female lines. 
The male-producing group of tumours, or arrhenoblastomata, develop in the 
potentially testicular cells present in the rete ovarii, and through their 
hormonal effect override the feminine influence of the ovary. 

The authors stress the fact that the medulla of the gonad is the determiner 
of masculinity, and the cortex of femininity of their contained germ cells. 
It is not, therefore, surprising that tumours arising in the medulla of the 
ovary should exert a masculine influence. From this point of view it is 
suggestive that cortical tumours of the suprarenal gland, which embryolo- 
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gically are so closely associated with the ovarian medulla, characteristically 
produce syndromes similar to those seen with arrhenoblastomata. Tumours 
of this group are usually unilateral and of a relatively low degree of malig- 
nancy. They may produce the following symptoms: amenorrhoea, flatten- 
ing and atrophy of the breasts, a growth of hair on the face, chest, abdomen 
and legs, a change in figure conforming more to the male type, the voice 
becomes deep owing to laryngeal hypertrophy, and the clitoris may show 
gross hypertrophy. Another case of arrhenoblastoma is described in this 
article. 

The references to granulosa-cell tumours are based upon a study of 26 
cases, and they are classified as follows: the folliculoid type and the non- 
folliculoid type, which is much the more common of the two. It is suggested 
that the various sub-divisions of the latter group should not be too rigidly 
adhered to as there may be several varieties of this type in any one tumour. 
It is suggested that in most instances the degree of malignancy of these 
tumours is very low. The typical hyperplasia of the endometrium which is 
associated with these tumours is described and illustrated. 


THE MANAGEMENT OF THE THIRD STAGE OF LABOUR. 

The author considers that women who are delivered in an institution lose, 
on an average, 500 cubic centimetres of blood during and after the third stage 
of labour. He thinks that it is fair to assume that this high average loss is 
partly due to the fact that most of these deliveries are conducted by inexperi- 
enced obstetricians, who are but recently qualified. 

In the last 800 cases delivered in the author’s hospital there has been an 
average loss of 179 cubic centimetres of blood per person. The third stage of 
labour in these cases has been conducted in the following manner: the hand 
is placed on the uterus immediately after the birth of the baby. As soon asa 
change in the shape of the uterus is felt, denoting placental separation, gentle 
expression of the placenta is performed without waiting for the uterus to 
rise into the abdomen. Before expressing the placenta the uterus is 
gently massaged in order to stimulate a contraction. The author considers 
that normally the placenta separates one or two minutes before the uterus is 
pushed up into the abdomen by the movement of the placenta into the vagina, 
and if the placenta is expressed before this takes place a considerable amount 
of blood is saved. 


THE ARTERIOLES OF THE RETINA IN TOXAEMIA OF PREGNANCY. 

That retinitis occurs with some forms of toxaemia of pregnancy is recog- 
nized; the author believes that clinical interpretation should be based on the 
changes in the arterioles of the retina and only secondarily on the retinitis. 
The retina of a pregnant woman, whose blood-pressure is steadily rising, 
shows the following characteristic changes in order of their appearance: 
narrowing of the arterioles of the retina which may affect any or all of the 
branches of the central artery. This narrowing is often accompanied by 
irregular constrictions of the lumen of the arterioles, which may vary in 
distribution from day to day but are usually seen first in the smaller nasal 
branches. Later on individual cotton-wool patches and haemorrhages make 
their appearance, until finally a diffuse retinitis of the albuminuric type may 
develop. Except in the presence of diffuse retinitis the patient has little or 
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no disturbance of vision. With the exception of the retinal detachments 
from subretinal exudates, all the so-called types of retinitis are only phases 
and extensions of primary lesions of the arterioles. These spastic lesions 
of the arterioles occur both in acute toxaemia and in toxaemia superimposed 
upon previous vascular or renal disease.. The spastic lesions are found in 
about 70 per cent of cases of toxaemia of pregnancy and, in 60 per cent of 
these cases, the spastic lesions disappear with the termination of pregnancy, 
provided the blood-pressure returns to a normal level. In about 40 per cent 
of cases organic lesions develop in the arterioles, often in association with 
retinitis, and in such patients the blood-pressure remains higher than normal. 


John Beattie. 


Surgery, Gynecology and Obstetrics. 


Vol. lvii, No. 5, November 1933. 
*Histological grading in carcinoma of the uterine cervix; its relation to 
clinical grouping and prognosis. L. H. Jorstad and E. S. Auer. 
*Caesarean section at the Boston Lying-In Hospital; incidence, indications, 
maternal and foetal mortality—1894 to 1931. J. A. Smith. 
*Gynaecological aspects of the aetiology and treatment of chronic mastitis. 
H. C. Taylor. 
*Carcinoma of the cervix uteri; five-year results of radium treatment. L. A. 
Pomeroy. 
Vol. lvii, No. 6, December 1933. 
*The effect of morphine administered during labour on the infant. E. Shute 
and M. E. Davis. 
*Intra-abdominal pressure created by voluntary muscular effort: II. Relation 
to posture in labour. W. F. Mengert and D, P. Murphy. 
*An evaluation of Bissell’s operation for uterine prolapse. B. H. Goff. 


HISTOLOGICAL GRADING IN CARCINOMA OF THE UTERINE CERVIX; ITS RELATION 

TO CLINICAL GROUPING AND PROGNOSIS. 

The authors, in grading tumours, have used the methods of Broders to 
the exclusion of that of Hueper for the reason that in the latter, the personal 
equation enters and carries too much weight in the result. The results are 
set out in two different tables. In Table I a comparison is made of an 
unselected series of squamous-cell carcinomata of the lower lip and squamous- 
cell carcinomata of the cervix. The two sets of figures are entirely dissimilar. 
No one has ever reported such a high percentage of cures in cervical cancer 
as these figures show to be possible in cancer of the lip. In cancer of the lip 
26 per cent of all cases are in group I, and only 1.3 per cent of cervical 
cancers are thus grouped. From the five-year results in cancer of the lower 
lip, it would seem that the surgeon allows his knowledge of the micro- 
scopical character of the growth to influence the prognosis, even though 
a standard radical removal or destruction is performed in each case. But 
this does not apply to the cervical cases, in which the clinical picture is 
entirely different. In the second table the authors have arranged all cervical 
cancers treated by radium alone into clinical groups as well as into micro- 


T0Oo 

















REVIEW OF CURRENT LITERATURE 


scopic grades. There is an absence of grade 1 cases in any clinical group. 
All the grade 1 cases were found in groups I and II, these, being considered 
operable, were treated surgically. Surgical cases were not included, nor 
was any case considered which could not be traced to the time of death or 
found living after five years. The authors consider that this table shows that 
clinical grouping and extent of disease are more important than microscopic 
grading from a prognostic standpoint. The concealed location of the tumour 
and the absence of early subjective symptoms in the majority of cases of 
cancer of the cervix make it impossible to formulate ideas in regard to these 
neoplasms on the basis of conformity with similar neoplasms of the lower 
lip. Microscopic grading is of great value in the treatment of carcinoma of 
the cervix, and it may be the deciding factor in the decision to employ 
surgical treatment rather than radiation, or vice versa. 


CAESAREAN SECTION AT THE Boston LYING-IN HospitTaL; INCIDENCE, 

INDICATIONS, MATERNAL AND FOETAL MORTALITY—1894 to 1931. 

From 1894 to 1931, inclusive, 1,556 Caesarean sections were performed at 
the Boston Lying-In Hospital, with a mortality of 4.9 per cent. Of these, 
gI3 were primary Caesarean sections and 527 were performed for dispropor- 
tion or cervical dystocia without other indications or complications. Of the 
other primary Caesarean sections, 95 were performed for cardiac disease, 73 
for toxaemia or nephritis, 76 for premature separation of placenta, 44 for 
placenta praevia, and 98 for miscellaneous indications. 

The use of Caesarean section has diminished in cases of cardiac disease 
without cardiac failure, while it has increased for placenta praevia. The 
incidence of primary Caesarean section for disproportion or cervical dystocia 
has decreased from 12 in 1,000 deliveries, 15 years ago, to five per 1,000 
during the past four years, indicating a much more conservative attitude 
towards this type of Caesarean section. 

The mortality of primary Caesarean section for uncomplicated dis- 
proportion or cervical dystocia is now about one per cent, and three per cent 
for repeated Caesarean sections. The infantile mortality varies according to 
the different groups. It has been two per cent for the last 16 years following 
primary Caesarean section for disproportion, about half the deaths being due 
to congenital anomalies. In the group of repeated Caesarean sections during 
the same period it has been nearly four per cent, the increase being mainly 
due to the larger number of premature infants delivered by repeated 
Caesarean sections. In the groups of toxaemic, nephritic and cardiac 
patients, there is a high neo-natal death-rate due to prematurity, which 
raises some doubt whether Caesarean section is any better for these prema- 
ture infants than delivery per vias naturales. 


GYNAECOLOGICAL ASPECTS OF THE AETIOLOGY AND TREATMENT OF CHRONIC 

MaAsTITIS. 

A detailed report is made of 102 cases of chronic mastitis seen at the 
Breast Clinic at the Memorial Hospital, New York. Briefly, the causes of 
this condition were as follows. The exacerbation of symptoms before the 
menstrual period suggested an endocrine basis for the painful nodular breast. 
The evidence of disturbed menstruation, and relief afforded by X-ray treat- 
ment of the ovaries, also favoured this view. A few cases with small ovarian 
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cysts alone offered a logical explanation of the symptoms on the basis of a 
disorder of the ovaries. For the patients with fibroids, retroversion or 
lacerations, or with parametritis and inflammation of the adnexa, no single 
lesion, except the vague condition implied by the term ‘‘chronic pelvic 
congestion,’’ can be universally applied. If these pelvic lesions are the 
basis of the mammary disorder, the mechanism through which the breasts 
are affected remains undetermined. 

Chronic mastitis of the type characterized by pain, ill-defined sittin, 
and diffuse swelling has a marked tendency to spontaneous improvement, 
and improvement is specially noticed following pregnancy or the menopause. 
The elimination of pelvic lesions, either by surgical or non-surgical treat- 
ment, is followed by a somewhat greater percentage of cures. When im- 
portant pelvic lesions exist, their correction should be the first step in the 
treatment of diffuse mastitis of the type under consideration in this report. 
Irradiation of the ovaries, either by the production of an artificial menopause 
or by a smaller dose, is very effective, although applicable only to certain 
cases. The administration by mouth of the older forms of ovarian extract 
or residue is useless. Trial of more potent modern preparations of follicular 
and anterior pituitary hormones is indicated in the cases in which mammary 
symptoms are associated with disturbed menstruation. 


CARCINOMA OF THE CERVIX UTERI; FIVE-YEAR RESULTS OF RADIUM TREAT- 

MENT. 

The author has collected a series of 79 cases of carcinoma of the cervix 
uteri. Five-year cures were not obtained in patients below the age of 37 
years. The average total delay before treatment was 4.8 months in the 
five-year cures, contrasting with eight months in the entire series. The gross 
examination was the greatest single aid in estimating the prognosis, extremely 
good results being obtained in cases in which the disease was limited to the 
cervix, the diagnosis being made early and treatment started promptly. The 
proliferative tumours gave better results than the destructive tumours, as to 
the duration of the control of bleeding, the duration of life and the 
percentage of five-year cures. The five-year cures, by years, were as follows: 
1924, 5.8 per cent; 1925, 16 per cent; 1926, 21.6 per cent. The degree of 
cell differentiation seems to have little influence on the percentage of five- 
year cures obtained in each group. However, the best results, two five-year 
cures among five patients treated, were obtained in cases of adeno- 
carcinomata. 


THE EFFECT OF MORPHINE ADMINISTERED DURING LABOUR ON THE INFANT. 
In their study on morphine narcosis, the authors have considered 
different methods of resuscitation. The air passages should be cleared by 
means of the tracheal catheter, if necessary, and external warmth should be 
applied. External stimulation is of doubtful value, as it often serves only 
to deepen the narcosis. Morphinized babies should be handled gently. A 
mixture of 30 per cent carbon dioxide and 70 per cent oxygen proved to be 
the most useful stimulus to respiration, and was especially effective when 
followed by pure oxygen. In the authors’ experience morphine is a safe 
drug to use in labour, because none of the foetal deaths in this series could 
be attributed to morphine narcosis. Infants born before an hour, or after 
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six hours, from the time of administration of morphine showed little if any 
of the effects of narcosis. During the time when the drug tends to act most 
strongly on the child only 50 per cent are affected to any noticeable degree, 
and the effect disappears almost immediately when proper methods of 
resuscitation are used. An interesting fact observed was that the maternal 
response to morphia was maximal about the same time as the newly born 
infants showed that the drug was most effective on their respiratory 
mechanism. 


INTRA-ABDOMINAL PRESSURE CREATED BY VOLUNTARY MUSCULAR EFFORT. 

II. RELATION TO POSTURE IN LABOUR, 

In a preceding article the authors described a method of measuring the 
intra-abdominal pressure created by voluntary muscular effort, with an air- 
inflated vaginal balloon. During the development of the method it became 
evident that the pressure which a woman could create depended, to a certain 
degree, on posture, and this observation suggested the use of the method as 
a means of measuring the efficiency of postures commonly employed in 
labour. Two sets of measurements were made; 1,167 separate observations, 
each recording the actual intra-abdominal pressure at the height of a 
maximal straining effort, were made on five healthy non-pregnant women, 
when in each of seven postures. These were, lateral prone, recumbent, knee- 
elbow, semi-recumbent, squatting, standing and stitting. Twenty-seven sets 
of seven readings were made of the relative effect of visceral weight from 
posture to posture. In this series of tests the women were not straining. 
It was found that the five subjects could create pressures averaging 49.0 
grammes per square centimetre (0.7 pound per square inch) more when 
sitting than when lying in the left lateral position. This represents an 
increase ot 30.5 per cent in straining efficiency. This increase was made up 
of two components: (a) the weight of viscera and (b) an increased advantage 
of muscular action. 

Five of the postures—lateral prone, recumbent, semi-recumbent, squatting 
and standing—did not seem to possess any increased efficiency of muscular 
contraction. In two of the postures—knee-elbow and sitting—the subjects 
were able to use their abdominal muscles to greater advantage. In sitting, 
the visceral weight accounted for 26.8 grammes per square centimetre (0.37 
pound per square inch) of the 49.0 grammes per square centimetre (0.7 pound 
per square inch) advantage which this posture possessed over the lateral prone. 
This represented slightly more than half of the increased efficiency of this 
posture, the remaineder must have been increased efficiency of muscular 
action. These observations suggest a more liberal use of the sitting posture 
during the second stage of labour whenever it is desired to expedite labour. 


AN EVALUATION OF BISSELL’S OPERATION FOR UTERINE PROLAPSE. 

In 1918, Dougal Bissell gave a verbal description of an operation for 
prolapse before the American Gynecological Society. Between 1919 and 1933 
this procedure has been employed in 116 cases operated on by members of 
the Second Gynecological Division at the Women’s Hospital in the State of 
New York. 

Bissell was convinced that the uterus is maintained at a normal level in 
the pelvis by the visceral part of the fascia endopelvica, especially by those 
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parts of the fascia which are termed the transverse cervical or cardinal 
ligaments. Therefore, the basic cause of uterine prolapse is either a con- 
genital defect in, or an injury to, the transverse cervical ligaments. 
Functional impairment of the musculature of the pelvic floor does not play 
any part in the aetiology of uterine prolapse. 

The author describes Bissell’s operation for uterine prolapse and 
cystocoele in detail; it is based on a shortening of the elongated transverse 
cervical ligaments. The advantages of vaginal hysterectomy in the treatment 
of uterine prolapse are that it facilitates the shortening of the transverse 
cervical ligaments and the correction of abnormalities in the pouch of 
Douglas; it removes a uterus which is either useless or abnormal in 80 
per cent of the cases and also removes the future possibility of neoplastic 
disease of the uterus. But vaginal hysterectomy should be confined to 
patients past the menopause whose physical condition justifies a major 
surgical operation, and to younger women who have the more marked 
degrees of uterine prolapse, or prolapse associated with uterine disease. 
More rigid pre-operative studies, more care in the selection of the anaesthetic 
to be used, and a shortened duration of the operation, should, in the author’s 
opinion, reduce the mortality of vaginal hysterectomy to two per cent, or less. 

In this series of 86 cases, the prolapse of uterus and vaginal vault has 
been successfully corrected in 98.9 per cent. Cystocoele, treated by Bissell’s 
method of lapping the vaginal wall, has been corrected successfully in 96.0 
per cent of the cases, and that treated by excision of the redundant vaginal 
wall has been successfully corrected in 93.6 per cent of the cases. 

C. D. Read. 


Archives of Pathology. 


Vol. xvi, October 1933, No. 4. 
*Rhabdomyoma of the uterus. W. Harding and F. Hankins. 


RHABDOMYOMA OF THE UTERUS. 

A uterine rhabdomyoma occurring in a negress aged three years is des- 
cribed clinically and pathologically, and the literature on rhabdomyomata is 
reviewed. 


J. A. Moore. 


Gynecologie et Obstetrique. 


Vol. xxviii, No. 2, August, 1933. 
REPORT OF THE SEVENTH FRENCH-SPEAKING OBSTETRIC AND GYNAECOLOGICAL 
CONGRESS. 
*1. The surgical treatment of haemorrhage due to low implantation of the 
placenta. Paucot and Reeb. 
2. Tuberculosis of the uterus and adnexa. Brocq. Moulonguet, and Gibert. 
The treatment of genital tuberculosis. Rochat. 
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THE SURGICAL TREATMENT OF HAEMORRHAGE DuE To LOW IMPLANTATION 

OF THE PLACENTA. 

Paucot and Reeb contribute a comparative review of the results obtained 
in the treatment of placenta praevia by French obstetricians during the last 
Io years. The material comprises 2,198 cases, occurring in a total series of 
168,200 deliveries, giving an incidence of placenta praevia of eight per 1,000. 
The precise value of surgical intervention was the central point of the 
inquiry. The authors, in an initial historical review of the subject point 
out that 10 years ago the general consensus of obstetrical opinion on the 
Continent was in favour of the older obstetrical methods of treatment. 
Since then there has been a definite change of practice, and while no contri- 
butor to the inquiry has committed himself to one method of treatment, 
the incidence of surgical intervention has risen to 22 per cent in the 2,198 
cases. 


The authors’ findings may be best abstracted by the following table: 








Foetal & neonatal 
Total mortality 
Maternal Maternal foetal excluding non- 
mortality, morbidity mortality, viable infants, 
percent percent percent percent 





Abdominal Caesarean section 8.4 50 22 15 


Obstetrical methods... ... 7.8 35 51 33 


Vaginal Caesarean section... 15.4 a 39 _ 





The detailed results of cases treated obstetrically were as follows: 





No. of Maternal Maternal Foetal 
cases. mortality, morbidity, mortality, 
per cent percent percent 








Rupture of the membranes and 


spontaneous delivery «<< 250 2.4 10 34° 
Balloon and spontaneous de- 
livery a, tere Gee ken ame 8.5 24 63 
Podalic version and spontaneous 
delivery re ee de en, 13.7 23 84 
Rapid extraction by version or 
forceps Seda ctse ciate daa aus OO 13.6 29 62 
Manual dilatation and extrac- P 
tion under spinal anaesthesia 46 10.9 13 51 
(Delmas’ 
method.) 








Vaginal plugging has been universally abandoned. 


Of the 131 fatal cases 74 were due to haemorrhage, eight to rupture of 
the uterus, 40 to infection, and nine to shock. 
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The results of the several surgical procedures were as follows: 





Maternal Foetal & neonatal 





Cases. mortality, mortality, 
per cent per cent 
Lower segment Caesarean 
BOCMOR ior see dca! ae) Mace 300 4.3 II.I 
Upper segment Caesarean 
Rn Pee og nce ae in 76 127 16.2 
Hiysterectomy ). ...- .:. ss (25 
Porro's operation) ... ... ... 63 20.3 (71 
Vaginal Caesarean section ... 39 15.4 39.1 





The deaths were due to haemorrhage in 14 cases, infection in six, 
peritonitis in six, embolism or shock in eight. 


Of the 63 cases in which hysterectomy or Porro’s operation was performed 


the indications were given in 49, as follows: 





Severe anaemia .., ae oe in =f ae a 22 cases, 
Manifest infection at the time of operation Sis sey rT 
Placenta accreta i 
Fibroids ... _ aah — an oa ao 
Rupture of the lower segment after vaginal delivery 3. 
Three previous Caesarean sections ... > vs 





-In most cases ether was the anaesthetic preferred, spinal anaesthesia 
being considered too dangerous in the presence of hypotension. Labhardt 
and Phaneuf favour local followed by general anaesthesia. 

The authors’ conclusions are: (1) The treatment of placenta praevia 
must still be elective owing to the diversity of the conditions met with. 
(2) While surgical and obstetrical methods give similar maternal mortality — 
percentages, surgical intervention gives a much lower foetal mortality. (3) 
In cases in which simple rupture of the membranes is deemed insufficient to 
check the bleeding, lower segment Caesarean section should be preferred 
before all obstetrical methods in view of the low foetal mortality after this 
operation. The classical operation carries too great a risk to the mother. 
(4) The haemostatic effect of spinal anaesthesia commends its use in cases 
with a normal blood-pressure. (5) Pre-operative or post-operative blood- 
transfusion is of the greatest value. (6) Hysterectomy has a very definite 
value in dealing with cases in which anaemia or infection is severe. 

P. Malpas. 
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Bulletin de la Société d’Obstétrique et de Gynecologie de 
Paris, etc. 


No. 7, July, 1933. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 


*A case of tetany during pregnancy. Brindeau. 

*A new method of combating foetal asphyxia during prolonged labour. 
Théodorides. 

The radiotherapy of adnexal tuberculosis. Gibert. 

A radiological study of the uterine mucosa. Leloux-Lebard, Garcia- 
Calderon, and Dalsace. 

Irreduceable prolapse of the cord with prolonged survival of the foetus. 
Sureau. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


Baccillus coli pyelonephritis necessitating therapeutic abortion. Gonnet 
and Mermet. 

A note on the Zondek-Aschheim reaction. Gonnet and Pigeaud. 

A case of premature separation of the placenta during labour. Voron, 
Pigeaud, and Roux. 

A case of severe haematuria during labour. Trillat. 

A case of encephalocoele. Rabot. 

An unusual placenta. Eparviée. 

Acute appendicitis and generalized streptococcal peritonitis during the 
seventh month of pregnancy; recovery with drainage. Morel and de 
Girardier. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 


Recurrent pyosalpinx. Boheme. 

Transitory hemiplegia and epilepsy following abortion; probably of air- 
embolic in origin. Fruhinholz, Michon, Girard, and Dedun. 

Vaginal injuries due to coitus. Guillemin. 

Primary carcinoma of the Fallopian tubes. Guillemin. 

A case of aplastic anaemia during pregnancy. Vermelin. 

Prolonged retention of a three months’ foetus. Job. 


No. 8, October, 1933. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 


The surgical treatment of placenta praevia. Laffont and Fulconis. 

A coxalgic pelvis. Laffont and Cohen-Solal. 

Two cases of hysterectomy for retained placenta. lLaffont, Ezes, and 
Xicluna. 

*Three cases of suppurative arthritis caused by post-abortive pyaemia. 
Laffont and Ezes. 

A case of foetal monstrosity. Fulconis and Cohen-Solal. 

An ovarian fibroma with retroversion of the uterus and a rectocoele. 
Fulconis and Xicluna. 

A case of post-partum hemiplegia. Fulconis and Garés. 
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REUNION OBSTETRICALE DE LILLE. 
*A positive Brouha reaction with a dermoid cyst. Tierny. 
Wiring of the vulva for vaginal prolapse. Vanverts. 
Separation of the lower epiphysis of the femur in a new-born child. 
Delannoy, Hioco, and Lemaitre. 
Two successful cases of carcinoma cervicis, treated nine and 10 years ago 
by hysterectomy and radium. Picard and Olry. 
Successful conservation of the ovary. Le Fort. 
*A report on 112 Brouha’s reactions. Gernez. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
An atypical case of post-partum eclampsia. Voron, Pigeaud, and Girard. 
Meningeal haemorrhage in the posterior cranial fossa of a new-born child. 

Voron and Banssillon. 

A case of hydatidiform mole; the value of the Zondek-Aschheim test in 
the latent period. Trillat and Millet. 

Rupture of the uterus during curettage at the fourth month of gestation 
with placenta praevia. Eparvier, Rochet, and Girard. — 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 
Menopausal menorrhagia and exploratory curettage. Burger. 

A soft fibroma. Kulikowska. 

An ectopic gestation undergoing resorption. Ginglinger. 

The management of cases of bleeding from the nipple. Meyer. 
Simultaneous intra-uterine and extra-uterine gestation. Fournier. 
Exploration of the uterus and the intravenous injection of hypophysine in 

the treatment of uterine atony. SBohler and Reiles. 

A hernia through Spiegel’s line. Fournier. 

A cystic fibroma of the fundus uteri. Nerson. 

Operative difficulties with an irradiated fibroid. Kulikowska. 

Latent pyosalpinx with peritonitis in the puerperium. Ginglinger. 
Intestinal obstruction in the puerperium. Heller and Bohler. 

Resection of the fundus for a three months’ pregnancy in a case of phthisis. 

Ginglinger. 

The dangers of intra-uterine pessaries. Keller. 

Massive peritoneal flooding with a very early ectopic pregnancy. Houot. 
Elongation, of the cervix and labour. Halbrecht. 

*Rupture of the hilum of the spleen in pregnancy. Bohler. 

Observations on adnexal tuberculosis. Fournier. 

The choice of operation in tubal pregnancy. Audebert. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

Subcutaneous fatty deposits in a new-born child. Estienny. 

*Pott’s paraplegia and labour. Audebert, Ribat, and Becq. 

A solid tumour of the ovary in a girl aged 14. Bernardbeig and Sicard. 

Acute influenzal pulmonary oedema after delivery. Auderbert, Ribat, and 
Becq. 

Review of the neo-natal deaths of Toulouse during the past 10 years. 
Auderbert and Bourrel. 

Resection of a large puerperal thrombus. Estienny. 
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*Pregnancy and labour in a case of paraplegia. Audebert and Bourrel. 
Symphysial pain as a sign of commencing phlebitis. Audebert, Ribat, and 
Bourrel. 

A case of haematometra due to eervical stenosis after the menopause. 
Lefebvre. 

A seven months’ abdominal pregnancy diagnosed by X-rays. Bernardbeig, 
Fournie, and Leclerc. 

A note on the treatment of uterine fibroids. Bernardbeig. 


A CASE OF TETANY OF PREGNANCY. 

In a primigravida aged 30 pregnancy proceeded normally for the first 
six months, apart from occasional painful cramps in the legs. These, how- 
ever, suddenly became much more severe at the seventh month, and in three 
weeks’ time a typical clinical picture of tetany was present, with painful 
paroxysmal spasms of the limbs, main d’accoucheur, positive Chvostek’s and 
Trousseau’s signs, gastro-intestinal disturbances, and a severe secondary 
anaemia. The blood-calcium fell to 60 mgms. per litre (normal 100 mgms.). 
The acid-base ratio of the blood and its guanidine content remained normal. 

Intravenous injections of calcium chloride relieved the pain and spasm, 
but had a diminishing effect with successive injections. Injection of para- 
thormone improved the patient’s general condition, but had no specific effect 
on the spasms. 

Labour was induced at the eighth month and a living premature child 
weighing 1,820 gms. delivered. The child died on the third day. Its skull 
was unduly soft; its blood-calcium value, however, was normal. 

After delivery the tetany became worse for three days, but then com- 
menced to resolve and had completely disappeared by the seventh day of 
the puerperium. In the author’s opinion the termination of the pregnancy 
was the chief factor in the patient’s recovery. 

A New METHOD oF COMBATING FOETAL ASPHYXIA DURING PROLONGED 

LABOUR. 

In the presence of foetal distress the authors have practised the adminis- 
tration to the mother of lobeline and ozone, or' failing ozone the inhalation 
of oxygen. The lobeline is given to reduce the tension of carbon dioxide 
and the ozone to increase the tension of oxygen in the maternal blood. In 
their opinion this treatment produces a corresponding modification of the 


complicated labour. 


THREE CASES OF SUPPURATIVE ARTHRITIS DUE To POST-ABORTIVE PYAEMIA. 

In every case the infection followed an incomplete abortion for which 
curettage had been done. In two of the cases a positive blood-culture was 
obtained, one being streptococcal, the other staphylococcal. The joints 
affected were the ankle, knee, and shoulder respectively. Open drainage of 
the affected joints was practised immmediately the presence of pus within 
the joints had been confirmed by aspiration. The patient with involvement 
of the ankle died three days after the arthrotomy. The other two patients 
recovered. 

The authors do not favour temporizing measures, such as the injection of 
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antiseptics into the joints, in an attempt to conserve function, and advocate 
early and free drainage. 


A PosITIVE BROUHA REACTION WITH A DERMOID CYST. 
A case of an ovarian dermoid in a girl aged 16, with a positive pregnancy- 
reaction in the rabbit, is reported. 


A REPORT ON 112 BROUHA’sS REACTIONS. 

Gernez has performed Brouha’s test for pregnancy in 112 cases and has 
obtained correct results in 100 per cent. He lays down the following technical 
points to be observed in performing the test: (1) Selection of healthy 
rabbits weighing at least one kilogramme. (2) Segregation of the animals 
from the bucks for at least 15 days. (3) Laparotomy under local anaesthesia 
to ascertain the size of the ovary, re-injecting animals in which they appear 
insufficiently developed or when numerous corpors lutea are present. 

The slow injection of 20c.c. of the sterile urine into the marginal vein 
of the ear. ‘A positive reaction, shown by enlargement of the ovaries, 
congestion and the development of haemorrhagic follicles, is well marked 
in 48 hours, and is usually bilateral. 


RUPTURE OF THE HILUM OF THE SPLEEN DURING PREGNANCY. 

A case of spontaneous rupture of the splenic artery close to the hilum of a 
healthy spleen at the seventh month of pregnancy is recorded. A massive 
intra-peritoneal and retroperitoneal haemorrhage resulted. The patient died 
at the conclusion of the splenectomy, which was performed immediately an 
internal haemorrhage was diagnosed. 


PoTt’s PARAPLEGIA AND LABOUR: PREGNANCY AND LABOUR IN A CASE OF 

PARAPLEGIA. 

In the tuberculous case the lesion affected the third and fourth dorsal 
vertebrae. The patient had spastic paraplegia and complete anaesthesia 
as high as the axillae. The first stage of labour was painless, but slight pain 
was complained of when the head reached the perineum, although the 
forceps could be applied without anaesthesia. Labour lasted only three 
hours and the uterine contractions were definitely exaggerated. She died 
five days after delivery from tuberculous broncho-pneumonia. 

In the second case the paraplegia followed acute transverse myelitis. 
Neither the paralysis nor the anaesthesia of the legs was complete. Labour 
was normal, apart from the fact that the abdominal muscles could not be 
used during the second stage, and delivery with the forceps was necessary. 

P. Malpas. 


Zentralblatt fiir Gynakologie. 


September 16, 1933. 
Tetany during pregnancy. E. Klaften, 
The use of a large number of labour pains as a sequel to Quetelet’s law. 
E. Witte. 
An experimental research into the action of potentilla anserina. F. 
Schneider and H. Nevinny. 
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*Air embolism with extra-uterine pregnancy. J. Frei. 

Decidua menstrualis. E. G. Abraham. 

The prophylactic administration of cardiazol in the prevention, of asphyxia 
neonatorum from thymophysin. K. E. Fecht. 

Severe gastric and intestinal bleeding in eclampsia. I. Bogoroff. 


September 23, 1933. 

*The use of blood-serum from healthy pregnant women against abortion. 
H. Sellheim. 

The question of the activation of the thyroid gland by serum and urine 
from pregnant women. F. Schenk. 

Anterior pituitary hormone or placenta? LE. Philipp. 

A criticism of the theory of Knaus. A. Niedermeyer. 

Observation on the new law regarding abortion in Czechoslovakia. B. 
Wachsberger. 

The treatment of severe haemorrhages with a chlorzinkpencil. R. Vorster. 

*Precocious puberty and pregnancy with delivery at term in a girl of six. 
P. Ch. Chaschinsky and S. I. Jerschow. 


September 30, 1933. 

Foetal mortality before, during and after delivery during the years 1921 
to 1930. A. Labhardt. 

The foetal mortality in obstetric clinics. E- Coester. 

The significance of venereal disease in gynaecology. E. Philipp and 
W. Richter. 

*Sepsis of the newborn due to bacillus coli, accompanying pyelitis gravi- 
darum of the mother. F. Athenstaedt. 

Tea as an aid to the feeding of the newborn. F. Schultze-Rhonhof. 

*Icterus gravis neonatorum and hydrops congenitus. E. v. Gierke. 

*A case of true melaenai with intra-uterine onset. W. Rech. 


October 7, 1933. 
*Hyperemesis and hyperchloraemia. H. Kretzschmar. 
The influence of age on the course of labour in primiparae. E. Frey. 
Agranulocytic illness in the puerperium. K. Heim. 
Fore-lying myoma with a placenta praevia inserted on it. B. Ottow. 
Ascites or ovarian cystoma? O. Brakemann. 
Lymphangiocystofibroma of the uterus. A. Muschik. 
The historical writings of gynaecology. J. Stur. 


October 14, 1933. 

Conception of praematrix. H. Hinselmann. : 

The question of the clinical significance of leukoplakia. E. Philipp and 
G. Schafer. 

The hormonal genesis of precancerous cervical appearance. J. Hofbauer. 

The value of clinical bacteriological diagnosis in uterine carcinoma. E. 
Philipp. 

The late results of the treatment of uterine cancer in the Leipzig University 
Women’s Clinic during the years 1923 to 1926, W. Schilling. 
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October 21, 1933. 

Parallel experiments into the hormonal picture of the urine and blood of 
pregnant women. H. Runge and K. Diethelm. 

A scheme of hermonal urinary analysis. D. Gostimirovic. 

*Hypochloraemia and azotaemia in hyperemesis gravidarum. R, Kessler 
and H. Albers. 

Osmotherapy in eclampsia. H. Schmorell. 

The changes during pregnancy in the light of the physiology of work. A. 
v. Fekete. 

Experimental investigation into the question of physical damage after gas 
narcosis (acetylene, ethylene and stickoxydol). H. Franken and 
L. Miklos. 

October 28, 1933. 
*Hormonal cause of habitual abortion. A. Mayer. 

Ten years of delivery by abdominal Caesarean section. R. Kessler and 
H. Uphoff. 

The vertical, transverse and curved incisions in lower segment Caesarean 
section. H. Fuchs. 

Caesarean section in suspected infected cases. K. Matzdorff. 

The operative treatment of acquired vaginal stenosis. C. Jellinghaus. 

A single experience in the production of an artificial vagina. G. Gambarow. 

Vaginal construction from the rectum after Schubert in congenital vaginal 
defect. H. Starck. 

Five years’ experience of anaesthesia by rectal avertin. A. Schulte. 


No. 44, November 4, 1933. 

New methods of ergotherapy. W. Rech and F. Raber. 

*A case of an intra-uterine pessary with the birth of a full-time living child. 
A. Sjovall. 

On the diagnosis and treatment of tubal pregnancy. H. Starck. 

*A rare perforation of a retro-uterine haematocoele through the perineum 
and evacuation of the ovum per rectum. H. Yussuf. 

The periodic fertility and sterility of women. M. Bolaffio. 

A microscopic picture of the hypophysis in chorion-epithelioma malignum 
kK. Stocki. 

*The recognition of primary chorion-epithelioma of the Fallopian tube on a 
basis of ectopic pregnancy. V. S. Grudzew and E. D. Russky. 

Chorion-epithelioma malignum. Y. Ikeda and K. Ikeda. 


No. 45, November 11, 1933. 

The technique of recording the movements of the human uterus. H. Knaus. 

Salpingograms of foetal and infantile Fallopian tubes. H. v. Knorre. 

The origin of endometrioma, a contribution towards the recognition and 
healing of a rare gynaecoligical atresia. A. Rieck. 

Leptothrix of the vagina. H. Starck. 

*Mono-amniotic twin pregnancy. H. Baumgart. 

A large polypoid angiomatous cystadenoma benignum in an old woman. 
H. Prinzessin Ypsilanti. 

An answer to the remarks of Max Stickel on my tampon method. K. 
Logothetopulos. 
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The effect on the male glands, especially the testes, of anterior pituitary 
hormone. K. Fukushima. 


AIR EMBOLISM IN EXTRA-UTERINE PREGNANCY. 


Frei describes a case of extra-uterine pregnancy; the patient died from 
air embolism after its removal. The patient, who was aged 26 years, had 
been married four years without becoming pregnant and for this reason had 
been operated on in Italy for her sterility. After her operation, which 
appeared to have been a cervical dilatation, she promptly became pregnant. 
Within three weeks of the beginning of the pregnancy she began to have 
intermittent cramp-like pains in the lower abdomen which were accompanied 
by syncopal attacks. From this time until her admission to hospital she 
continued to have attacks of pain lasting about three hours and recurring 
every eight to 10 days. At the operation an interstitial ectopic pregnancy 
was found; this was dissected out and removed with the outer half of the 
Fallopian tube, which was adherent to it. Bleeding from the site of the 
pregnancy was very free and arrest was brought about, only with difficulty, 
by underpinning the vessels. While the abdominal toilet was being com- 
pleted the patient suddenly collapsed; for this reason the abdomen was 
hurriedly closed and the patient returned to bed. Her condition remained 
bad in spite of intravenous transfusion with tutofusin and adrenalin; she died 
within half an hour of the onset of the grave symptoms. 

A post-mortem examination was made 30 minutes after death; frothy 
blood was found in the cavities of the heart and also in the cerebral vessels 
when these were opened under water. The writer has been unable to find 
the record of a similar case in the literature. 


THE USE oF BLOOD-SERUM FROM HEALTHY PREGNANT WOMEN AGAINST 
ABORTION. 


Sellheim refers to those cases of habitual abortion which do not appear to 
follow the more commonly known causes such as lues, endometritis and 
uterine displacements and, therefore, cannot be treated by means directed 
against them. For the treatment of these cases he has, as an, experiment, 
tried the effect of fortnightly injections of 10 cubic centimetres of blood- 
serum from healthy pregnant women. 

He records the history of nine patients who had previously miscarried 
from one to four times between the third and seventh months of pregnancy 
with no surviving foetus. In the first case, in which three previous abortions 
had occurred between the third and fourth months, pregnancy continued to 
the sixth month when the patient again aborted. In seven cases treatment 
was followed by delivery at term of a living child, and in the ninth case 
the injections were used in the treatment of the threatened premature onset 
of labour at the seventh month of the first pregnancy. The symptoms of 
bleeding, painful regular uterine contractions and a patent external os 
disappeared after one injection of serum from a healthy pregnant woman. 
The pregnancy subsequently went to term. In one case the writer used the 
injections for a pregnant patient whose previous two pregnancies had resulted 
in the birth of living children which had rapidly died from icterus gravis 
neonatorum. With the treated pregnancy the child was born alive and did 
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not subsequently suffer from jaundice, but is now somewhat retarded 
physically and mentally. 

The writer has experienced no difficulty in obtaining regular supplies of 
serum from healthy women with a negative Wassermann reaction among 
hospital patients because he has always found this class of patient most 
generous to others less fortunate; but he sees that there might be difficulty 
in getting adequate supplies for private patients if much were needed. He 
suggests that if the use of healthy serum ever became extended it might be 
possible to establish a central depot where it could be collected and stored 
under aseptic conditions. 


PRrECocIOUS PUBERITY AND PREGNANCY WITH LABOUR AT TERM IN A GIRL 

OF SIx YEARS. 

Chaschinsky and Jerschow give an account of a pregnancy occurring in 
a child of six years. The child was born at term and began to show second- 
ary sexual manifestations at the end of her fourth year. This was shortly 
followed by the appearance of a regular four weekly menstrual flow lasting 
three or four days. From the age of two years the child had lived in the 
country, having only little girls as playmates. There was no attraction 
towards the opposite sex, in fact she was very shy with boys. The child’s 
maternal grandfather, aged 69 years, was responsible for the pregnancy. 
Pregnancy went to term with very little physical disturbance other than 
slight swelling of the ankles; during the last three weeks of pregnancy the 
quantity of liquor amnii increased. The child had no knowledge of her true 
condition, but realized that she had a fat abdomen. 

Labour began spontaneously with the foetal head above the pelvic brim; 
on vaginal examination under anaesthesia a loop of cord, which was pulsating, 
could be felt presenting. After six and a half hours of labour the foetal 
heart could no longer be heard. Ten hours after the onset of labour the 
cord could be felt to be pulseless, the membranes being still intact. These 
were ruptured and the labour allowed to continue for another hour and a 
half when the head was perforated and the foetus extracted. The patient 
suffered a small laceration of the cervix, which needed suturing, and a tear 
of the perineum which was closed with one stitch. The puerperium was 
afebrile after the eighth day and mammary activity comparatively slight. 
The lochia were absent by the fourth week. The foetus was a female 
measuring 50 cubic centimetres and weighing 3,000 grammes. The foetal 
blood-group and that of the maternal grandfather of the patient were the 
same, the mother’s group being different. Ten months after delivery the 
patient had lost weight, but she had grown taller; menstruation was recurring 
regularly at intervals of four weeks. She was attending school and had the 
characteristics of a young school child of her age. 


SEPSIS OF THE NEWBORN DUE To BACILLUS COLI, WITH PYELITIS GRAVIDARUM 

IN THE MOTHER. 

Athenstaedt describes the case of a patient who was admitted to hospital 
one day before delivery with signs of severe left pyelitis. The urine con- 
tained albumin and a profuse growth of bacillus coli was obtained from it. 
The foetus was born apparently healthy and measured 47 centimetres. For 
the first two days it appeared well, and was fed at the breast without diffi- 


114 

















REVIEW OF CURRENT LITERATURE 


culty. On the third day it would not suck from the breast and was fed 
from a bottle. On the fourth day it would not take the bottle and was fed 
by a catheter; at this time it developed an inflammatory patch over the 
mons veneris which spread over the scrotum, penis and anterior abdominal 
wall. The condition of the skin was typical of erysipelas and was accom- 
panied by a sudden rise of temperature. Death occurred six hours after 
the appearance of the rash. 

At the post-mortem examination inflammatory changes were found with 
collections of blood-stained fluid in all the serous sacs. The bacillus coli was 
grown from the peritoneum, meninges, heart’s blood and subcutaneous 
tissues under the inflamed skin. 

The writer points out that foetal infection with this organism may result 
from (1) umbilical infection, (2) gastro-intestinal infection by wiping out the 
mouth of the newborn foetus with an infected swab, (3) infection of the 
urethra, (4) invasion of the abraded skin or mucous membrane, (5) trans- 
placental infection from the mother. In his case the writer thinks that the 
foetus developed a urinary infection and that skin was secondarily infected 
in the napkin area from the urine. 


IcTERUS GRAVIS NEONATORUM AND HyDROPS CONGENITUS. 

Von Gierke refers to the present interest in icterus gravis and hydrops 
congenitus. He reminds readers of his hypothesis, voiced in 1921, that the 
conditions are allied, and that an explanation of one would furnish an 
explanation of the other. 

He refers to an instance under the care of Stork in which the first two 
pregnancies resulted in death three hours after birth and _ stillbirth 
respectively; the third child was born healthy, developed icterus after 36 
hours and died on the fifth day; the fourth was stillborn, with oedema and 
hepatic ascites, but not with jaundice. The blood and organic changes 
were identical in both the last two foetfis, but the erythroblastosis was 
slightly greater in the case with hydrops. 

The parents of the writer’s patient were healthy, they had two healthy 
children of different sexes. The third child was a male; it developed icterus 
three or four hours after a normal labour and died 4o hours later. The 
blood-picture was typically erythroleukoblastic. Sections of the liver 
showed the changes typical of icterus gravis. The fourth child was a male, 
which only gasped spasmodically, and died a quarter of an hour after 
delivery. In this case the blood-picture was similar to that of the previous 
dead child and, in addition, ascites, with a positive Gmelin’s test, was 
present. Von Gierke’s case resembles that of Stork in that the foetfis were 
of the male sex and the condition progressive in succeeding pregnancies. 
The first child developed jaundice and died; the next died before the jaundice 
had time to appear, although there was microscopic post-mortem evidence 
that preparation for jaundice was present. 


A CasE OF MELAENA WITH INTRA-UTERINE ONSET. 

Rech records the case of a patient who was admitted to hospital after 
rupture of the membranes and a vaginal haemorrhage with the diagnosis of 
placenta praevia or accidental haemorrhage. The blood passed was saved 
by the family doctor and kept until the end of labour. On examination in 
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hospital a placenta praevia could be felt, and after delivery, which was 
rapid and spontaneous, there was not any sign of placental abnormality or 
early separation. 

The origin of the bleeding became apparent while the cord was being 
tied when the foetus, which was blanched at birth, passed a further amount 
of blood from the bowel similar in all respects to that saved by the doctor. 
There were two further haemorrhages on the first and second days after 
birth, but recovery eventually followed treatment by the injection of 
gelatine and the administration of tea by the mouth. No abnormality was 
found in the mother; she and her infant returned home well on the 
eighth day. 


HYPEREMESIS AND HYPERCHLORAEMIA. 

Kretzschmar refers to a case of hyperemesis gravidarum which was 
successfully treated by the repeated intravenous and rectal administration 
of a solution of salt in the strength of three per cent. The patient was 
seriously ill with emaciation, a rapid pulse-rate, rise of temperature and 
beginning icterus. Previous treatment with insulin and glucose did not lead 
to any improvement, but the fall in the pulse-rate, arrest of vomiting and 
general improvement were prompt after the administration of the saline 
solution. 

The writer thinks that the patient had eliminated so much chlorine with 
her vomitus, and had reduced her intake of chlorine by prompt regurgitation 
of all food until there was an actual hypochloraemia; so soon as this was 
rectified by the administration of saline solution direct into the blood and 
by rectal absorbtion the patient began to recover. 


HyYPOCHLORAEMIA AND AZOTAEMIA IN HYPEREMESIS GRAVIDARUM. 

Kessler and Albers record two cases of pyelitis of pregnancy which after 
catheterization of the ureters were placed on a diet which was extremely 
restricted. In spite of treatment their condition became steadily worse and 
complicated by such severe vomiting that only a minimal amount of nourish- 
ment could be taken by the mouth. The patients suffered from considerable 
dessication, dry tongue ,sleepiness, and slight icterus of the sclerotics. The 
blood showed a marked diminution of chlorides and an increase of organic 
nitrogen. 

The condition, therefore, appeared to have changed from a primary 
moderate degree of pyelitis, due to bacillus coli, to a severe toxaemia of 
pregnancy, with marked diminution of blood-chlorides. Both cases were 
treated with large doses of saline solution combined with glucose; the first 
patient recovered with this treatment when operative interference had not 
cured the condition; the second recovered, but shortly after spontaneously 
aborted, so that it was not possible to carry out further investigations. 


THE HORMONAL CAUSE OF HABITUAL ABORTION. 

Mayer refers to the many abnormal conditions which may be associated 
with the occurrence of habitual abortion, such as maternal defects or lack of 
inorganic constituents or vitamins. After reviewing these he asks whether 
hormonal causes may not also have a part in this disease. 

In reviewing the effect of hormonal action in producing habitual abortion 
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it must be assumed that the hormones are concerned in. three ways in pro- 
ducing normal development of the ovum. (1) The normal action of the 
corpus luteum upon fertilized ovum container. (2) The normal reaction of 
the container to these impulses, i.e. uterine growth. (3) The normal 
aggressiveness of the fertilized ovum against the maternal organism. 


The normal effect of the corpus luteum is to bring about the change in 
the endometrium whereby it is converted into the decidua which furnishes 
food for growth immediately after the imbedding of the fertilized ovum. 
It is possible that the corpus luteum has some influence upon the number of 
decidual cells produced, which by some investigators are looked upon as the 
means of transport of foodstuffs to the ovum. Richter considers that in 
habitual abortion these cells are reduced in number and looks upon their 
failure as the result of a deficiency of the corpus luteum. A further require- 
ment for the normal development of the ovum is a steady enlargement of 
the cavity of the uterus to house the ovum. It is recognized that habitual 
abortion is sometimes associated with an infantile uterus and then it is 
thought that its reaction to a normal impulse to growth is too small. The 
recurrent abortion followed by a full time pregnancy in an infantile uterus 
would here be explained by the previous ineffective pregnancies bringing 
about the complete functional growth of the uterus. Another suggestion has 
been put forward that the abortion may be the result of a lessening of the 
vitality of the ovum. This lowered vitality might conceivably occur when 
an immature ovum had become fertilized; but up to the present there is 
no proof that such an ovum is capable of being fertilized. 


In the same mother, in different pregnancies, there may be marked 
variations in the size and strength of the foetus; this appears to be asso- 
ciated with the size and vascularization of the placenta, suggesting some 
change in the placental secretion with a resulting changed effect on foetal 
development. 

If one agrees with Davenport that the vitality of the ovum depends on 
the vitality of the sperm then one must look for paternal defects to explain 
the lessened aggression of the ovum. The blood-grouping of mother and 
ovum have so far not been investigated from the point of view of dissimi- 
larity being a cause of abortion. Hirzfeld holds that similarity of blood- 
grouping makes for satisfactory fixation and growth, dissimilarity makes for 
precarious continuance of the pregnancy. 

It has also been suggested that a deficiency in the secretion of the 
maternal thyroid gland may be associated with defective development of 
the foetus and consequent lowered vitality of the ovum and early expulsion. 

There is also a suggestion that the known predominance of male foettis 
in habitual abortion (160 male to 100 female) may result from the inherent 
weakness in male as compared with the female foetus. Some women are 
known always to abort with male pregnancies and only to carry girls to 
term. This may be explained by the mother’s producing a stronger anti- 
body towards a male pregnancy than towards a female one, with no inherent 
weakness of the ovum in either case. 


The developing ovum must always be looked upon as a foreign body in 
the uterine cavity which the uterus, if unrestrained, is always ready to 
expel. The corpus luteum is considered to exert a restraining influence on 
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the expulsive uterine contractions and when the corpus luteum is defective 
abortion results. 

It would appear reasonable to treat cases of habitual abortion with 
serum from cases of normal pregnancy. The writer has not had any good 
results although Sellheim has found a prolonged course of treatment useful. 


A CASE OF AN INTRA-UTERINE PESSARY WITH THE BIRTH OF A FULL TIME 

LIVING CHILD. 

Sjovall refers to the continued use of intra-uterine pessaries of various 
types for contraceptive purposes, in spite of warnings against them by the 
medical profession. He points out the danger of their use in the production 
of lesions of the uterus, parametrium, bladder and rectum, when perforation 
has occurred, and that fatal cases have not infrequently been recorded. 
The removal of an intra-uterine pessary from below may be impossible, in 
which case a major abdominal operation, such as amputation of the uterus, 
may have to be resorted to. Cases of extra-uterine pregnancy have been 
recorded following the use of these pessaries and a certain number of intra- 
uterine pregnancies with obstetric difficulties have been observed. 

The writer records the case of a primipara who gave birth to a child one 
year after marriage. At the labour the intra-uterine stem was expelled 
from the vagina and the foetus delivered four hours later. There were no 
marks of injury on the foetus; the third stage of labour and the puerperium 
were normal. The pessary consisted of a metal spiral stem 3.5 centimetres 
long, on the end of which was a knob about one centimetre in length, the 
other end was fixed to a circular disc two centimetres in diameter. A hole 
for the fixation of the introducer was in the base of the disc. 

The patient gave a history of having placed it in position herself with 
the help of an illuminated speculum and a mirror. She wore it two years 
and removed it during menstruation. When she had missed two periods she 
tried to remove it but as she could neither see nor feel it she concluded that 
it had dropped out and took no further steps to deal with it. She had never 
had any symptoms of bleeding or discharge associated with the wearing of 
the pessary. 

On rectal examination early in labour the circular disc of the pessary 
was felt; its edge, which was tilted, was mistaken for a suture in the foetal 
skull. Such a case demonstrates the uncertainty, as a contraceptive, of an 
intra-uterine pessary and makes one realize the damage which might have 
resulted from its presence in the genital canal during labour. 


A RaRE PERFORATION OF A RETRO-UTERINE HAEMATOCOELE INTO THE RECTUM 

AND EVACUATION OF THE OVUM PER RECTUM. 

Yussuf describes the case of a patient, aged 28 years, who was married 
for the first time at 14 years; at the death of her husband 10 years later 
she married for the second time without being pregnant up to the time of 
coming under observation. 

She was admitted to hospital in Smyrna, when a retro-uterine haemato- 
coele was diagnosed. Operation was refused and the patient left the hospital 
at her own request six days after admission. 

Fifteen days later she was re-admitted with a history of free haemorr- 
hage from the rectum and the passage of a foetus by an act of defaecation. 
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The foetus was mummified and measured nine centimetres. On rectal 
examination a fistulous opening, about three centimetres in diameter, was 
found seven or eight centimetres above the anus. It opened into a cavity 
in the pouch of Douglas in front of the bowel. A dirty looking purulent 
discharge was coming from this cavity. 

The patient this time remained in hospital for 22 days and left with the 
cavity completely obliterated, the fistulous opening only remaining as a 
dimple, There was a very slight parametric thickening 


THE RECOGNITION OF PRIMARY CHORION-EPITHELIOMA OF THE FALLOPIAN 

TUBE ARISING FROM AN EcTopic PREGNANCY. 

Grudzew and Russky describe a case of ruptured tubal pregnancy. The 
patient had had five normal deliveries, the last ten years previously. The 
specimen was typical of the condition. She recovered rapidly after the 
operation, but was readmitted to hospital six weeks later with a painful 
abdominal swelling, vomiting and nausea. As the diagnosis lay between 
pelvic inflammation and malignant disease colpotomy was carried out; the 
material removed was examined and found to be a rapidly growing chorion- 
epithelioma. The patient’s condition rapidly became worse after the colpo- 
tomy and she died two months after her original operation for tubal 
pregnancy. 

At the post-mortem examination growth was found in the false pelvis, 
thd true pelvis, the lungs, the liver, the spleen, the right kidney and retro- 
peritoneal lymphatic glands. 

Microscopical examination of the tubal pregnancy showed the character- 
istics typical of chorion-epithelioma. 

This case has convinced the writers that all specimens from operations 
for ectopic pregnancy should be examined microscopically to exclude 
malignancy. 


MONAMNIOTIC TWIN PREGNANCY. 

Baumgart refers to the rarity of multiple pregnancy with a single 
amniotic sac, only 85 cases being recorded in the literature. When this 
condition was present about 54 per cent ended with intertwining and knot- 
ting of the two cords. Only about 15 per cent of these twins were found to 
have survived their birth. 

The writer records a case in which the diagnosis of twin pregnancy was 
made. The patient was pregnant for the fourth time. Spontaneous labour 
began with both twins presenting by the vertex. After seven hours of 
labour she gave birth to the first twin and immediately afterwards, without 
the rupture of a second bag of membranes, she expelled the second twin 
which was delivered head first with the feet coming down alongside the face. 
The second foetus was tightly wound in intertwined loops of both umbilical 
cords which held the legs extended against the front of the trunk and the 
face. It was markedly asphyxiated and although it revived at the time 
it died shortly afterwards. After 20 minutes a large single placenta and a 
single amniotic sac were delivered. 

The cord belonging to the first foetus measured 119 centimetres and 
that of the second 87 centimetres; they were intertwined into a tangled 
mass about 25 centimetres from their placental insertions. 
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The writer has an open mind whether a single amniotic cavity results 
from the breaking down of a septum between two originally separate 
cavities, or whether there is a primary single cavity with the division of the 
embryonic area into two. 


R. H. B. Adamson. 


Monatsschrift Fur Krebsbekamfung 


Band 1. Heft 3. 
*Haemorrhage from the breast. F. Klages. 
The care and treatment of cancer patients (continued in next three issues). 
H. Auler. 
Work and tumour formation (continued in next four issues). O. 
Tuetschlaender. 
Cancer campaigns and quacks. W. Ceelen. 


Band 1. ‘Heft 4. 
A statistical report of the operative cure of cancer by surgeons in Bavaria. 
F. Konig. 
Radiological physics and the question of ‘‘earth-rays.’’ O. Risse. 
Cancer treatment and silicic acid. A. Kiihn. 
Cancerous tumours in old Egyptian papyri. K. Sudhoff. 


Band 1. Heft 5. 
The results of the operative treatment of carcinoma. L. Simon. 
*The significance of gastroscopy for the successful treatment of cancer of the 
stomach. R. Schlinder. 
The admission of cancer patients to hospitals. G. A. Waetzoldt. 
Fundamental consideration in the organization of a campaign against 
common causes of mortality. M. Frommhold. 


Band 1. Heft 6. 
Cancer and trauma. W. Hauser. 


*Palliative results after radiation of cancer metastases with the X-rays. 
O. Dyes. Ae 

Band 1. Heft 7. 

*Cancer causation and metals. E. Fischler. 

Considerations of combined carcinoma statistics for the Italian Province of 
Siena from 1914 to 1930. G. A. Chiurco. 


Band 1. Heft 8. 
General symptoms in cerebral tumours. G. Schaltenbrand. 
Medical cancer statistics. E. Liek. 


Scientific statistics of the results of operations for cancer. E. Roesle. 


Band 1. Heft 9. 
Indications for the artificial anus in malignant tumours, and the subsequent 
care of the skin and bowel. F. Hesse. 
*Sarcoma and trauma. C. Ramm. 
Paget’s osteitis deformans as a presarcomatous malady. R. Wanke. 
Do tomatoes predispose to sarcoma? G. Borger. 
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HAEMORRHAGE FROM THE BREAST. 

Patients with breast-tumours now seek medical advice earlier, and this 
is particularly noticeable in those having bleeding from the nipple. A 
menstrual mammary reaction is not very uncommon: and in neurotic sub- 
jects functional hyperaemia of the breasts may occur when metrostaxis is 
hindered by hypoplasia, obstruction, or interference with the ovaries. In 
these, or other conditions, intramammary haemorrhage may lead to a bloody 
discharge; and vicarious menstruation from the breast is possible. The 
‘‘blutende mamma’’ with continuous or intermittent bleeding, apart from the 
menses, is always the site of organic disease. An intracanalicular cyst-epithe- 
lioma, or papillary cystadenoma, was formerly thought to be the most 
frequent cause: but it also occurs in the cystic breast (chronic mastophathy, 
cystic mastitis). The combination of bleeding from the nipple and mam- 
mary carcinoma has a frequency assessed at 0.7 to 9.0 per cent in the latter, 
and according to Gronwald 31 per cent of cases of persistent bleeding from 
the nipple are associated with cancer; but it is very doubtful whether the 
bleeding denotes the actual presence of a carcinoma. Every case of bleeding 
from the nipple should have operative treatment: injections, aspiration, 
massage and radiation are wrong. The decision as to radical or simple 
operation is best based on clinical examination. In young women the 
tumour, as a whole, may be removed through an inframammary incision, 
but must be submitted to microscopical examination (in various sections) at 
the same sitting. 


THE SIGNIFICANCE OF GASTROSCOPY FOR THE SUCCESSFUL TREATMENT OF 

CANCER OF THE STOMACH. 

Cancer of the stomach, whether treated by operation or radiation, has 
a better prognosis than is usually admitted, and should be diagnosed earlier. 
The most important early clinical symptom is loss of appetite. Precursors, 
such as polypi and atrophic gastritis, can be recognized by the gastroscope: a 
flexible instrument is now available, by which the pylorus can be inspected 
in 95 per cent of cases. Gastroscopy is preferable to radiography for the 
diagnosis of small tumours and the assessment of operability of a growth. 


PALLIATIVE RESULTS AFTER RADIATION OF CANCER METASTASES WITH THE 
X-RAYS. 
It is unjustifiable not to try the X-rays on inoperable cancer. Successful 
cases are recorded of this treatment in sacral and clavicular metastastes of 
cancer of the breast, and in sarcoma of the scapula. 


CANCER CAUSATION AND METALS. 

Poisoning by, necrosis from, and local accumulations of metals are un- 
important in this connexion, but their catalytic properties (those of the 
kations especially) may deserve consideration. The literature concerning 
magnesium-poverty as an influence favouring cancer formation is reviewed. 
SARCOMA AND TRAUMA. 

The not inconsiderable number of cases (in the German literature) of 
formation of sarcoma at the site of trauma is reviewed. A case is recorded 


of sarcoma of the femur in a boy aged 16, occurring nine months after a 
fracture. 


W. E. Crowther. 
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Annali di Ostetricia e Ginecologia 


July, 1933. 
“Research on rational nutrition during pregnancy. Valle. 
Colloid-osmotic blood-pressure in pregnancy and the puerperium. Orri. 

*The probable causes of hypertrophy of the suprarenal cortex during preg- 
nancy. Silver. 

*The pathogenesis of haemorrhage from. uterine fibromyomata evidenced by 
changes in the connective tissue of the mucosa. Scarpitti. 

A clinical and anatomical study of an acardiac monster. Chimenti. 


The materno-foetal relations in hydrocarbon exchanges. Maniscalco. 
August, 1933. 
A contribution to the problem of pulmonary tuberculosis and maternal 
function. Castelli. 
*The pathogenesis of oligo-hydramnios and morpho-genesis of the marginate 
placenta of oligo-hydramnios. Motta. 
The effect of early artificial rupture of the membranes on labour. Vitali. 
Normal labour in relation to the neuro-vegetative system. Gasparri and 
Guidetti. 
*Magnesium sulphate as a cure for post-partum eclampsia. Mancini. 


September, 1933. 

*Hetero-plastic autogenous ossification in the ovary. Silva. 

The frequency of natural and provoked abortion in the week corresponding 
to menstruation. Boldrini. 

The bactericidal power of amniotic fluid in relation to vaginal bacteria. 
Saini. 

*Abdominal pregnancy at the thirty-second week with a live foetus. 
Clemente. 

Partial aplasia of the diaphragm in a newly born child. Maniscalco. 


RESEARCH ON RATIONAL NUTRITION DURING PREGNANCY. 

Valle briefly describes the changes in metabolism due to pregnancy and 
lactation from the point of view of an appropriate diet. He takes into 
account acidosis, the increase in weight, and the energy requirements of the 
pregnant woman. He considers that a rational diet must have its fats, 
carbohydrates, proteids, and vitamins so balanced that prophylaxis against 
toxaemia of pregnancy is established; that maternal energy, particularly 
during lactation, is well maintained, and that the child is normally developed 
and not over-developed lest parturition should be made difficult. 

The experimental part of his work consisted in the observation of 10 
women, who, during the last months of pregnancy, were kept on a diet 
based on these principles and with an energy value distinctly lower than 
that which is considered normal for pregnant women during the last months 
of pregnancy at light work. He examined his patients at intervals of 15 to 
20 days and made the following observations: (1) An improvement in the 
blood-system and a progressive gradual increase of weight. (2) An absence 
of abnormal products in the urine, with the exception of occasional traces 
oi glucose without hyperglycaemia in two of his patients. (3) An early dis- 
appearance of acetone in the urine; which may have been due to the 
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relatively large quantity of carbohydrate and small quantity of fat in the 
diet. (4) A diminution in the alkaline reserve of the blood. This lowering, 
although less than that which is normally observed, shows that in the preg- 
nant organism certain acid substances are formed in spite of a diet poor in 
fat and rich in carbohydrate. His results agree with those recently obtained 
by some German observers, according to whom acidosis during pregnancy is 
not due to the ketone-bodies, but to acids, at present undiscovered. (5) The 
diet had no influence on the nitrogen content of the blood, or the blood- 
pressure, or the duration of pregnancy and labour, or on the child’s weight. 

Valle points out that benefit may be due to rest in hospital as well as 
to his diet. 


THE PROBABLE CAUSES OF HYPERTROPHY OF THE SUPRARENAL CCRTEX DURING 

PREGNANCY. 

It is a widely-established fact that the suprarenal cortex increases in 
weight and volume and undergoes important histological changes in all 
animals during pregnancy. Silva gives an account of previous investigations 
and then describes the results of his own experiments on non-gravid and 
gravid rabbits after injections of prolan, the follicular hormone, and various 
toxic substances. His conclusions are that the histological changes in the 
gravid suprarenal cortex are not the expression of specific hormonal influence 
but are a consequence of the new metabolic conditions created by pregnancy. 


THE PATHOGENESIS OF HAEMORRHAGE FROM UTERINE FIBROMYOMATA. 

With the aim of investigating the mechanism of uterine haemorrhage in 
cases of fibromyomata, Scarpitti has carefully examined the endometrium in 
18 cases of submucous interstitial and subserous fibromyomata. He. arrives 
at the conclusion that in submucous fibromyomata metrorrhagia is determined 
by mechanical wasting of the superficial epithelium of the muscosa, and that 
the menorrhagia occasioned by intra-mural fibroids is directly related to a 
characteristic regenerative insufficiency of the pre-collagen reticular tissue cf 
the endometrium. This insufficiency does not seem to be connected with tire 
tumour but, according to Scarpitti, is constitutional. 


THE PATHOGENESIS OF OLIGOHYDRAMNIOS AND THE MORPHOLOGY OF THE 

MARGINATE PLACENTA. 

Motta describes a typical case of oligo-hydramnios which came under his 
notice in 1931. The ovum was expelled entire at the sixth month of preg- 
nancy with a living foetus. Two photographs are shown; one clearly shows 
the aspect of the entire ovum, with the foetus enclosed in the membranes and 
the placenta resting like a huge mushroom on one pole of the ovum, raised 
above it and with a well-marked sulcus between the two; the other photo- 
graph shows the foetal surface of the placenta and the margin extending 
round the ovum. Only 25 to 30 cubic centimetres of fluid were aspirated. 

Motta gives Hinselmann’s classification of oligo-hydramnios into six types 
which he thinks may be reduced to two. (a) Cases due to deficient produc- 
tion of amniotic fluid and (b) those due to excessive absorption. To these 
he adds a third, (c) oligo-hydramnios due to defective development of the 
membranes or theirsatrophy at an early stage of pregnancy. He considers his 
case a typical example of class (c) since, fortunately for his investigation, 
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the ovum was expelled entire; this enabled him to ascertain the dimensional 
relation between the container and its contents. Oligo-hydramnios due to 
absorption would have caused flaccidity and deep furrows in the membranes. 
These features were not present. 

The placenta has the essential characteristics of the marginate type. 
Karly decidual inflammation has caused changes in the chorion and in the 
free surface of the ovular membranes. Both oligo-hydramnios and marginate 
vlacenta are secondary to these changes. From his observations Motta 
decuces the importance of amniotic epithelium, which, under normal condi- 
tions, produces ovular fluid. 


MAGNESIUM SULPHATE AS A CURE FOR PosT-PARTUM ECLAMPSIA. 

Following work carried out in Naples and Milan, investigations were con- 
ducted during 1929 and 1930 at the Maternity Hospital of Cremona regarding 
the respective actions of calcium chloride and magnesium sulphate in the 
treatment of eclampsia. Comparing the results in two series of cases, treated 
by each drug separately, the general impression was that little or no benefit 
accrued from the administration of calcium chloride, particularly as regards 
abolishing or weakening the convulsive attacks. On the other hand it was 
often noticed that magnesium sulphate seemed to exert a marked anti-convul- 
sive and hypotensive action, thus giving time for artificial delivery. 

Encouraged by these results Mancini has extended and systematized the 
method since 1930, and now gives his experience and a detailed history of 24 
cases. The drug was always administered either intravenously or intra- 
muscularly. He usually began with an intravenous dose of 20 cubic centi- 
metres of a 10 per cent solution and followed this with 20 cubic centimetres of 
a 25 per cent solution intramuscularly, repeated frequently, sometimes three 
times in 24 hours. He considers that in 10 of the 24 cases the results were 
brilliant. The mortality was only eight per cent, which compares favourably. 
with the mortality of 25 per cent in 1929 after the administration of calcium 
chloride. One of the two patients who died had grave intestinal complica- 
tions before treatment was begun; the other had improved and convulsions 
had stopped, when cerebral haemorrhage occurred. 

It has been suggested that the Mg-ion releases the Ca-ion which passes 
into the circulation and reduces the hypocalcaemia to which some attribute 
eclampsia. Mancini thinks this result should have been obtained directly by 
the injection of calcium chloride. He is inclined to credit magnesium sulphate 
with a direct anti-convulsive and sedative action. The therapy is evidently 
of value in the symptomatic cure of eclampsia, and his results are an impor- 
tant confirmation of those published recently in Milan. 


HETERO-PLASTIC AUTOGENOUS OSSIFICATION IN THE OVARY. 

The occurrence of bone in the ovary is somewhat rare. It is usually con- 
stituted by teratomatous mixed neoplastic tumours, or of invests of foetal 
cartilage in ovarian pregnancy, occasionally by autogenous ossification with- 
out neoplastic character. Silva describes a case belonging to the last group 
and another case of ovarian calcification, on both of which he has recently 
operated. He reviews similar cases recorded in the literature and experiments 
on animals in which bone has been formed in other organs, for example in 
the kidney, after ligature of the renal arteries or by grafting. In his first case 
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microphotographs of a calcified ovary showed bands of true osseous tissue in 
the stroma and round some corpora albicantia. Lacunae, osteo-blasts and 
Haversian canals were plainly identified. The conclusions he draws from 
the study of his histological findings are that the indispensable conditions for 
the formation of bone are previous calcification of the tissues followed by 
hyaline degeneration. In all ovaries, not the site of tumours, these changes 
in the cellular elements are determined by stasis in the circulation and by 
inflammatory processes. Tuberculosis, so frequent a cause of ossification in 
other organs, even in the Fallopian tubes and round ligaments, has never 
been observed in ovarian ossification. 

A fact of some interest is noted regarding the radiological examination of 
his two cases. It may be possible to differentiate between calcification of the 
corpus luteum and that of the corpora albicantia. The corpus luteum retained 
its glandular form. Calcification of the corpora albicanta is not differentiated 
from that of the stroma, but form thin curved streaks continuous with it. 


ABDOMINAL PREGNANCY AT THE THIRTY-SECOND WEEK WITH A LIVE FoETus. 

Clemente describes a case in which the diagnosis of abdominal pregnancy 
was easily made at the thirty-second week of gestation. The foetal parts 
were very superficial, the head being in the right iliac fossa. Active foetal 
movements could be perceived, and the heart-sounds were clearly heard near 
the umbilicus. A small soft mass in the left iliac fossa indicated the placenta. 
Laparotomy was performed through a low median incision and an asphyxiated 
male foetus was extracted. Efforts as resuscitation failed. The placenta 
was implanted in the left iliac forsa between the round ligament, the sigmoid 
flexure and the pouch of Douglas. The placenta was adherent to the broad 
ligament; numerous adhesions were present between it and loops of the small 
intestine and the congested mesentery. 

The question arises, Was this pregnancy primary or secondary? Primary 
abdominal pregnancy may occur, but in an advanced stage it is difficult to 
determine that the ovum has not been first implanted in a Fallopian tube or 
ovary. Referring to the history of his patient, Clemente notes that she had 
an initial illness 10 days after first missed period. She was taken to hospital 
because of a suspected tubal abortion. Operation was considered, but given 
up because of a marked improvement in her condition after a few days’ rest 
in hospital.” It is probable that early migration of ovum from the Fallopian 
tube to the peritoneal cavity occurred, the case being one of secondary 
abdominal pregnancy. ) 
J. H. Filshill. 


Annales Instituti Obstetricii et Gynecologici Universitatis, 
Helinski-Helensingsfors. 
‘Tom viii, 1932. 

*Two cases of torsion of. the normal adnexa. A. O. I. Turunen. 
*Intestinal obstruction as a complication of diseases and operations on the 
internal genitation. A. O. I. Turunen. ; 
Post-operative adhesions and their prevention, particularly in connexion 

with gynaecological laparotomies. A. O. I. Turunen. 
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Two CasEs OF TORSION OF THE NORMAL ADNEXA. 

The author describes in detail two cases of spontaneous torsion of the 
Fallopian tube and ovary of one side, both in primiparae, of 35 and 38 years 
respectively. Previous literature on the subject is discussed; only 19 cases 
have been previously described in which torsion occurred spontaneously in 
both the Fallopian tube and the ovary. No vaginal bleeding occurs 
which assists.in making a diagnosis from ectopic pregnancy. 


INTESTINAL OBSTRUCTION AS A COMPLICATION OF DISEASES AND OPERATIONS 
ON THE INTERNAL GENITALIA. 
During the years 1921 to 1930 3,052 cases of salpingo-odphoritis were 
treated at the clinic. Intestinal obstruction occurred in 12 of these patients 
(0.39 per cent). The percentage mortality was 41.7. 


PosT-OPERATIVE ADHESIONS AND THEIR PREVENTION, PARTICULARLY IN CON- 

NEXION WITH GYNAECOLOGICAL LAPAROTOMIES. 

The author has attempted to explain the occurrence of adhesions after 
gynaecological laparotomies as well as the importance of their aetiology and 
prevention. In cases operated upon a second time adhesions were found in 
86.9 per cent. The presence and number of adhesions were not greatly in- 
creased in those patients who had suffered from inflammatory disease. The 
majority of adhesions were situated under the scar in the peritoneum of the 
abdominal wall. The use of some instrument to pull up the uterus, in cases 
in which hysterectomy was not performed, gave rise to adhesions in this 
area in 33.6 per cent of the cases. 

The total clinical material amounted to 2,270 cases. Twenty-seven per 
cent of the operations performed for the second time on the same patient 
were done because of pain caused by the presence of adhesions acquired at 
the first operation. The author now sutures the peritoneum by the sero-serous 
cat-gut suture which everts the edges of the peritoneum and brings the knots 
to the extra peritoneal surface of the suture line. All raw areas within the 
pelvis are, of course, carefully covered before the abdomen is closed.’ - 

John Beattie. 


Acta Obstetrica et Gynecologica Scandinavica. 


Vol. xiii. Fasc. B. 
*The findings and attitude towards the treatment of placenta praevia. E. 
Essen-Moller. 
*The treatment of sterility and habitual abortion with wheat-germ and wheat- 
germ oil (vitamin E). P. Vogt-Moller. 
A case of isolated tuberculous infection in a multilocular ovarian cyst. M. 
Nielsen. 
The sexual cyclical change in the Fallopian tubes in human beings and the 
lower primates. B. H. Jagerroos. 
Radium treatment of cancer of the cervix during pregnancy. M. Nielsen. 
Some observations on the article by Jagerroos ‘‘The sexual cyclical change 
in the Fallopian tubes in human beings and the lower primates.’’ A. 
Westman. . 7 
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A case of chondrodystrophia foetalis, diagnosed by X-rays before delivery. 
N. E. Cronberg. 
Primary carcinoma of the Fallopian tube. A. Zacho. 


THE FINDINGS AND ATTITUDE TOWARDS THE TREATMENT OF PLACENTA PRAEVIA. 

Essen-Moller reviews the earlier belief regarding the conditions present in 
placenta praevia, and points out that until 1690 it was considered to be a 
placental prolapse. Portal, in 1685, and Justine Siegemundin, in 1690, 
showed in their writings that they clearly understood the nature of placenta 
praevia. The writer has limited the scope of this paper to his own experi- 
ence and his therapeutic results. During 35 years he has seen 245 cases of 
placenta praevia: while this is a considerable number to come under the 
care of one man, it is insufficient to allow of far-reaching general conclusions. 

He is no nearer determining the cause of placenta praevia than other 
observers, although his cases show that the frequency is greater in multi- 
parae; there were 46 primiparae and 199 multiparae in his series. His cases 
did not show any connexion with frequent and rapid child-bearing as has 
been suggested by other writers. He has grouped his cases under two head- 
ings only, namely placenta praevia lateralis and placenta praevia totalis; 
further subdivision into marginalis and centralis does not, he says, serve any 
useful purpose. 

There were 158 cases of lateral and 87 cases of total placenta praevia. 
The first haemorrhage occurred at the fourth lunar month of pregnancy in a 
few cases: in 41 per cent of the cases of lateral placenta praevia and in 32.8 
per cent of those of total placenta praevia it took place during the tenth 
month. 

Passing to the consideration of the treatment of placenta praevia he 
points out that there are two opposed methods in common use. The ‘first 
depends upon pressure being brought to bear on the raw placental site to 
prevent bleeding from it, until the cervix is sufficiently dilated to allow of 
the evacuation of the uterine contents; under this heading are packing, 
podalic version with bringing down of a leg, metreurysis and, lastly, puncture 
of the membranes. The second method is rapid evacuation of the uterine 
contents by Caesarean section. The two methods are not usually inter- 
changeable for any given case, and each is suitable under different conditions. 

The writer does not use vaginal packing. Seven of his patients were sent 
into hospital, the vagina having been packed at home; they came under 
other forms of treatment after admission. He considers that the first bleeding 
is never so severe as to call for packing. At the onset of the haemorrhage 
the patient should immediately be sent into hospital where suitable treatment 
can be undertaken without delay. In his series 47 patients were delivered 
after spontaneous rupture of the membranes, with one death, and 49 after 
puncture of the membranes, with no death. Therefore in 33.3 per cent of 
all his cases the treatment called for in lateral placenta praevia was simple 
rupture of the membranes, and in these it would have been absurd to have 
performed Caesarean section. 

There were 72 cases of version, with five deaths; in addition there were six 
cases in which a leg was brought down, with one death; a total of 78 cases 
with six deaths, namely 7.6 percent. He is not able to speak of metreurysis 
as he does not use this method. He refers to the derision which Lawson 
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Tait encountered when he suggested Caesarean section as the treatment for 
placenta praevia. The question, now, is not whether Caesarean section should 
be employed, but in which cases it is the correct treatment. In his series 
33 patients were treated by abdominal Caesarean section and 33 by vaginal 
Caesarean section. Four mothers died, three after the vaginal and one after the 
abdominal operation, or 6.06 per cent. The death after abdominal Caesarean 
section resulted from pulmonary embolism; those after the vaginal operation 
from haemorrhage from the torn edge of the wound, septic thrombosis, and 
anaemia respectively. 

He has classified as foetal deaths all cases in which the foetus was dead 
in utero, on admission, and in which the foetus died while the mother was 
still in hospital With spontaneous rupture of membranes 15 of 47 died, 31.9 
per cent; puncture of membranes, 14 of 52 (three twins) died, 27.4 per cent; 
version, 50 of 75 died, 66.6 per cent; abdominal Caesarean section, 7 of 33 
died, 21.2 per cent; vaginal Caesarean section (one case of twin pregnancy), 
6 of 34 died, 17.6 per cent. 

He pointed out that although Caesarean section resulted in a much lower 
foetal death-rate, this was not entirely the result of the method of treatment 
because Caesarean section was only undertaken for marked degrees of total 
placenta praevia when the foetus was approaching maturity and living at the 
time of operation. Version which was chosen for cases of feeble, dead, or 
immature foetfis. He reserves puncture of the membranes for those cases 
in which the placenta is far out of reach and the bleeding slight. 

In cases of total placenta praevia the only chance of obtaining a living 
child is by Caesarean section, version being used for dead or very premature 
children. It should also be remembered that the mother with a placenta 
praevia is more often than not a mother of other children who are dependent 
on her. For this reason too much consideration should not be given to the 
life of the child, in so doing, the mother’s life is endangered. 

He reserves abdominal Caesarean section for clean cases and uses the 
vaginal method for those suspected or known to be infected. From his ex- 
perience the writer has come to the following conclusions: (1) All cases of 
suspected placenta praevia should be admtited to hospital. (2) Vaginal pack- 
ing should be abandoned., (3) Puncture of the membranes is sufficient to 
arrest the bleeding in most cases of lateral placenta praevia. (4) In cases of 
severe bleeding the mother should be considered, and only if she is not en- 
dangered can the child be given consideration. (5) The method of treatment 
must be individual for each case. No obstetrician should be bound to a 
uniform treatment for all cases. (6) Version is a very valuable procedure as 
a primary form of treatment and also before extraction in vaginal Caesarean 
section. (7) Abdominal Caesarean section gives the best results for mother 
and child. It is only when infection is suspected, or operative interference 
must be undertaken without preparation, that vaginal Caesarean section is 
indicated. 


THE TREATMENT OF STERILITY AND HaBiTuAL ABORTION WITH WHEAT-GERM 
AND WHEAT-GERM OIL (VITAMIN E). 
Vogt-Mdller gives an account of 20 cases of habitual abortion and five 
cases of sterility which he successfully treated with wheat-germ. The writer’s 
present series of cases follows his previous experience of the administration of 
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wheat-germ oil to two women who had previously suffered from habitual 
abortion. After the administration of wheat-germ oil during pregnancy they 
both gave birth to living children. He also bases this treatment on its known 
beneficial effects on sterile cows. 

The preparation made by the author is now manufactured by Messrs. 
Medicinalco Ltd. of Copenhagen and distributed under the name of fertilan. 
This was at first sold only for veterinary purposes, but is now available for 
human administration It consists essentially of vitamin E to which is added 
a little vitamin A. A liqnid preparation of vitamins E and A has recently 
been produced in the Glaxo Laboratories, London. Wheat-germ is an aggre- 
gate of cells from which the new germ grows. It is a by-product in the 
grinding of wheat, thus the commercial preparations are not made of sprouting 
wheat-germs as is often erroneously stated. Wheat-germ is a source of 
vitamin Bi and Bz, E and A. It also contains a considerable amount 
of the minerals of the wheat-grain. The wheat-germ used by the writer came 
from Messrs Munke Médlle, Odense, Denmark. 

The patients and their husbands were examined before treatment was 
undertaken, to exclude organic disease. Treatment was begun as early in 
the pregnancy as possible. Two capsules of fertilan were given daily through- 
out pregnancy; in some cases one tablespoonful of wheat-germ was also given 
three times a day. Out of the 20 cases of habitual abortion treated by the 
writer or included in his series from other sources 17 bore living children. 
The five cases of sterility all became pregnant, although for various reasons 
they did not all go to term. In one case, for instance, the uterus was 
curetted by mistake and an early ovum removed; in another abortion fol- 
lowed an injury. The oral administration is well tolerated, although it may 
give rise to a little belching. When good results are not obtained by the oral 
administration the writer suggests varying intramuscular injection, as has 
been done in veterinary practice. 

R. H. B. Adamson. 
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ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND. GYNAECOLOGY. 


A meeting of the Section was held on November 17th, 1933. 


THE INVESTIGATION AND TREATMENT OF THE TOXAEMIAS OF PREGNANCY. 

Dame Louis McILRoy said the subject of toxaemias of pregnancy was of 
great importance. The London Committee on Eclampsia found that the 
mortality was 22.1 per cent. She showed tables demonstrating the per- 
centage mortality at the Royal Free Hospital during 10 years, in the course 
of which time toxaemia and eclampsia had been responsible for 20 per cent 
of the deaths. She discussed the investigation of early toxaemia of preg- 
nancy, and pointed out that the ovum might be looked upon as a temporary 
endocrine organ. -Greater activity of the endocrine organs takes. place during 
early pregnancy, and this has a. special influence on the metabolism of carbo- 
hydrates and calcium. Morning sickness, which-occurs in about 50 per cent 
of cases,.may be taken as evidence of Nature’s attempt at balancing, by 
providing an extra channel for excretion. Chronic intéstinal stasis is an 
important factor, and when Nature discovers a defective excretory apparatus 
she aids the elimination of poisons by producing vomiting as an excretory 
function. Deficiencies in diet are responsible factors, and if the supply of 
iron and calcium is not kept up, the foetus drains the maternal tissues, as 
shown by the softening of the teeth in pregnancy. A deficiency of carbo- 
hydrates causes acidosis. Anxiety neurosis or fear is of the greatest im- 
portance; it is mainly to be found among primigravidae and early in 
pregnancy, and the patients may be entirely unconscious of it. It is the 
predisposing cause in the majority of cases of vomiting of early pregnancy. 
Treatment by rest, isolation and assurance of safety gives the most successful 
results. Deficiencies in the function of the placenta may lead to the passage 
of toxins from the foetus to the mother, thus increasing the work of the liver, 
and result in the circulation of protein poisons and substances such as bile in 
the blood-stream. There is always a tendency to acidosis in every pregnancy. 
In later pregnancy we have to consider raised intra-abdominal pressure as a 
factor in the causation of toxaemia. The increasing needs of the foetus and 
the greater excretion of waste products are not the only causes in cases of 
twin pregnancy, so frequently associated with toxic symptoms in the mother. 
Hydramnios also, by its bulk, is associated with a great rise of intra- 
abdominal pressure. 

Treatment, therefore, is mainly to make up for defective excretions by 
means of baths, colonic lavage, and enemata, and the toxins can be diluted. 
and neutralized by fluids and proper dieting. The diet should be mixed, and 
should consist of green vegetables, such as salads, fresh butter, fish and 
chicken. In many cases the diet should be supplemented directly by 
calcium, glucose or alkalis. If the progress of the patient is disappointing, 
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surgical interference may be necessary.’ It was formerly advised that 
abortion should be induced if severe vomiting of early pregnancy did not 
yield to treatment within three or four days. This is very rarély considered 
necessary nowadays, and the deadly hyperemesis should not be given such 
prominence in textbooks. It is a very rare condition, and when it does occur 
the uterus should be emptied without delay. In late pregnancy there is less 
of the element of anxiety neurosis, and more metabolic disturbances. Induc- 
tion of premature labour is essential in some cases for two main reasons: 
if the toxaemia is prolonged the ultimate damage to the liver and kidneys is 
very serious, and permanent chronic. ill-health is the result. The second 
consideration is that the foetus not infrequently dies in utero if induction is 
deferred too long. It is of importance to remember that the worst type of 
eclampsia is that which occurs after spontaneous labour. Caesarean section 
seems an ideal’ method in cases of severe toxaemia, but the greater the 
surgical interference, the greater the risks, and the higher the- maternal 
death-rate. There is a place for Caesarean section, and it has its advocates. 

In conclusion, Dame Louise said she would like to refute the loose state- 
ments which are made with regard to the failure in the results of antenatal 
care. If this is properly carried out there is not the slightest doubt that we 
will in time reduce the maternal death-rate to its minimum. Out of 8,000 
in-patients at the Royal Free Hospital, only 30 had eclamptic convulsions. 
Of these 30, seven were admitted as emergericies, and 15 had not attended 
the antenatal department regularly. 


Dr. A. A. Osman discussed the late results of the toxaemias of pregnancy 
in relation to two forms of persistent high blood-pressure: first, that 
associated with primary disease of the kidneys; and, secondly, that in which 
there is not any evidence of renal disease. The former he called. chronic 
nephritis with hypertension, and the latter primary or essential hypertension. 
The recent work of Gibberd, Young, Stander, and others has drawn attention 
to the frequency with which the toxaemias of pregnancy are followed by 
chronic nephritis, and pregnancy and its complications is a most frequent 
cause of nephritis in adult women of the childbearing age. He found that a 
considerable number of patients referred to him as having chronic nephritis 
following toxaemia of pregnancy were not really suffering from that disease 
at all, but from chronic hypertension, and that the kidneys were either not 
primarily affected, or if they were, had since recovered. He next considered 
cases of late pregnancy complicated by albuminuria with anasarca in which 
the output of urine was so low as to constitute a direct menace to life. The 
oedema is due to an abnormal affinity for water on the part of the tissues of 
the body in general, and to disturbances in the osmotic pressures between 
the blood and the kidneys, and not to primary inability on the part of the 
kidneys to excrete water. In most cases it is not of vital importance, because 
the concentrating powers of the kidneys for substances normally excreted is 
not seriously impaired, so that although the total volume of urine passed is 
small, its concentration is high, and the blood-urea is often not raised. In 
chronic nephritis complicating pregnancy the concentrating power of the 
kidney for all substances may be grossly impaired, and in such circumstances 
it is imperative that a correspondingly large volume of urine should: be 
passed. 

If oliguria be sufficiently prolonged the volume passed may be insufficient 


I3I 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


to permit of the necessary total amount of extractives being eliminated, 
among them urea and other nitrogenous bodies, and again a condition of 
uraemia results. This temporary uraemia is never sufficiently marked to 
endanger life until some other factor causes an extra load suddenly to be 
placed on the already overtaxed excretory powers of the organism. This 
additional factor is nearly always the onset of labour and the physical 
exertion. accompanying it. It is, therefore, vitally important that an 
adequate output of urine should be maintained throughout labour. He 
stressed the value of alkalis in the treatment of these cases. 


Mr. J. Bricut BANISTER based his paper on the consideration of 2,213 
cases between the years 1908 and 1932, and distributed over a wide area. 
There were among them 1,502 cases of albuminuria occurring in pregnancy 
and associated with toxaemic symptoms; 115 cases of acute and subacute 
nephritis not associated with convulsions, and 596 cases of toxaemia 
associated with convulsions, to which we apply the title eclampsia. There 
were 125 fatal cases, giving a mortality for toxaemia occurring in the later 
months of pregnancy of 5.6 per cent. There were 92 fatal cases of eclampsia, 
a mortality of 15.4 per cent. In addition there were 18 cases said to be fatal 
by reason of the nephritic conditions primarily, and 15 cases in which death 
is ascribed to acute toxaemia without convulsions. He divides the cases of 
eclampsia into two series. In the first 12 years there were 206 cases with 
36 deaths, a mortality of 17.4 per cent. In the second 12 years there were 
390 cases with 56 deaths, a mortality of 14.3 per cent. Can we hope from 
this that the management of these cases is improving, and that we are likely 
to behold an increasing diminution in the death-rate as time goes on? 

There were 36 Caesarean sections, and eight of these patients died, a 
mortality of 17.4 per cent. It is interesting to note that there has not been 
a Caesarean section for eclampsia for seven years in any of the institutions 
the records of which he has reviewed. The 15 fatal cases ascribed to acute 
toxaemia without convulsions are not without interest. In eight of these 
there was a history of prolonged administration of chloroform, and in most 
of them a difficult delivery. The question arises whether it is not meet once 
more to call attention to the danger that may follow a prolonged administra- 
tion of chloroform in a case of toxaemia complicating pregnancy, although 
it is given as a routine in Professor Stroganoff’s most successful treatment of 
the condition. Mr. Banister suggested that it is advisable to be careful: in 
such administration, and to reduce the amount of chloroform given to such 
patients toa minimum. The fact that in 50 per cent of these acute toxaemic 
cases there should be a history of prolonged administration of chloroform is 
in itself sufficient to make us at least consider the question, and it cannot be 
denied that poisoning by chloroform does produce post-mortem appearances 
which are indistinguishable from those of acute eclampsia. This series also 
provided evidence of the value of antenatal care in the prevention of 
eclampsia. Unfortunately, until recent years cases in the reports of the 
maternity hospitals have not been divided into booked and emergency, but 
there are 225 cases occurring since such discrimination was generally made. 
Of these 225, 20 were booked cases, the remaining 205 were emergency cases. 
This should be sufficient to show that our insistence upon the importance of 
antenatal care is fully justified. In this connexion a statement has been 
made that eclampsia is a preventable disease. He stressed the adoption of, 
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and perseverance in, a purely medical line of treatment in cases in which the 
institution of treatment is followed reasonably soon by a definite improve- 
ment in the clinical picture, and not to adopt an arbitrary time limit during 
which such medical treatment should be continued. There is too much 
pessimism shown in the tendency to adopt more radical procedures if at the 
end of seven to 10 days the patient is not immeasurably better than she was 
when the treatment was instituted. He would persevere with a patient in 
whom the systolic blood-pressure remained steadily under 170 mm.Hg., whose 
output of urine remained good, and whose skin continued to act well even 
when albumin did not diminish or oedema disappear. The impression 
gained from reading these cases is that practically every case which is 
described as profoundly toxaemic without convulsions ended fatally. Most 
of these presented the clinical signs of jaundice, persistent vomiting, some- 
times with haematemesis and increasing coma, which often supervened upon 
a maniacal state. These cases suggest profound primary disturbance of the 
hepatic function, and serve to strengthen a growing suspicion that a break- 
down of hepatic efficiency will profoundly affect the prognosis in the presence 
of toxaemic symptoms in pregnancy. 

A totally different problem is presented by those cases in which the 
introduction of eliminative and purely medical treatment is not followed by 
any improvement; when a patient is not better, but rather grows worse. 
He feels that it is just possible that there may, after all, be a place for 
Caesarean section in cases in which eclampsia has already developed, though 
here one is treading on dangerous ground. But, considering everything, he 
cannot help suggesting that if a patient develops an eclamptic fit after 
eliminative treatment has been used for some time, if her general condition 
is good, and if the child has a reasonable chance of survival, Caesarean 
section should certainly be considered. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the Society was held at Manchester on Friday, October 27th, 
1933. Dr. J. W. Bride, of Manchester, described a case ot 


ADVANCED EXTRA-UTERINE PREGNANCY. 


The specimen is one of an extra-uterine pregnancy, consisting of a foetus, 
weighing 414 pounds, and the placenta. The history is as follows: E. G., the 
patient, was a primigravida, aged 29 years. The last menstrual period began 
February 1st, 1930, and she was expecting on November 8th, 1930. She first 
attended the ante-natal clinic at St. Mary’s Hospital, Manchester, on Sep- 
tember 6th, 1930, and said she had severe attacks of pain in the left iliac 
fossa during the early months of pregnancy, and a slight show at the third 
month. On October 4th, 1930, the presentation was diagnosed as a vertex, 
the patient had been losing slightly for five days and had not felt foetal 
movements for a fortnight. A tentative diagnosis of placenta praevia with a 
dead foetus was.made, and she was admitted to the hospital for evacuation 
of the uterus. 

. On examination the uterus was the size of a seven-months’. pregnancy, 
the lie oblique, the foetal heart sounds were not heard. The induction of 
labour was attempted, both medicinally and by Taylor’s bag, and on 
November 16th, 1930, the cavity of the uterus was explored digitally and 
found empty. I was asked to see her then and advised an examination by 
the X-rays to see if the case was one of ectopic pregnancy or a neoplasm 
because it was impossible definitely to palpate the foetal parts. 

Dr. E. W. Twining took radiograms for me and reported as follows: 
‘‘The foetus lies well above the pelvic brim. The head is distorted and 
flattened with a long occipital pole. No spine is visible and the bones of the 
limbs are very irregular and only partially formed. The case is probably 
one of extra-uterine pregnancy.”’ 

On October 23rd, 1930, I performed laparotomy. I opened the sac of 
the pregnancy and removed the macerated foetus. I removed the placental 
cotyledons, but I found it advisable to leave the bulk of the chorion. In my 
endeavours to dissect some away I opened into the lumen of a coil of small 
intestine, which had to be sutured. Eventually I marsupialized the sac, 
packed it with gauze, and left a large drainage tube in it. 

The patient suffered from a severe degree of shock after operation, but 
rallied remarkably. The sinus discharged for some weeks, but eventually 
closed, and she left hospital on December 11th, 1930, in very good health. 
The pregnancy was on the left side. The right ovary was normal. I 
warned the patient to avoid further pregnancy as the abdomen was full of 
adhesions, and I have heard no more of her since. 

The report on the state of the foetus shows the difficulty in palpating 
foetal parts in such a case, and illustrates the value of X-rays in assisting in 
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the diagnosis of advanced ectopic pregnancy which, I think, is often attended 
with great difficulty. Leaving some of the secundines appears inevitable 
in most of such cases, but I think removal of as much of the placental 
cotyledons as possible by scraping them off with the tips of the gloved 
fingers considerably shortens convalescence. I found the bleeding incon- 
siderable, although packing was necessary, and easily controlled. 


Dr. J. W. A. Hunter reported such a case before this society in October 
1926, in which an attempt was made to remove the sac and which terminated 
fatally. Professor D. Dougal reported another case of recovery after removal 
of the placenta. The cases are rare, and the prognosis grave, however the 
sécundines are treated. 


Discussion. The Presmpent, Mr. Leyland Robinson, stressed both the - 


difficulty and dubiety of diagnosis in cases of advanced extra-uterine preg- 
nancy. The question whether the placenta should or should not be left 
behind was most difficult to decide, and he would welcome the opinion of 
the society on this point. 


Mr. St. GEORGE Wirson described a.case which he had diagnosed as that 
of a cyst obstructing labour. On performing laparotomy he had found the 
foetus and placenta in the right broad ligament. He had cut the cord short 
and left the placenta in the sac. There was no suppuration, and the patient 
made a good recovery; apparently the placenta and membranes were absorbed 
as they were never extruded. The child, which was deformed, died six 
months later. 


Mr. W. W. Kine mentioned a case of a full-time extra-uterine gestation 
which had been sent into hospital as a case of obstructed labour. He had 
removed the placenta without drainage and the patient had made a good 
recovery. He mentioned a similar case, operated on by Mr. Miles Phillips, 
which had also made a good recovery after removal of the placenta and 
closure of the abdomen, but thought it good practice to leave the placenta 
behind if -it-was not too big, and that marsupalization should be avoided if 
possible. 


Mr. GouGH thought the question of removal of the placenta depended on 
whether the child was alive or otherwise. He thought that the success in 
Dr. Bride’s case was due to the fact that the child had been dead for two 
weeks. 


Mr. Epwarps criticized Dr. Bride’s advice to the patient not to have 
another child. He thought such advice frequently caused very great unhap- 
piness and anxiety; and that in most cases it was preferable for the patient 
to take the risk. 


Dr. DouGat mentioned a case of full-time ectopic gestation in which 
induction of labour had been performed twice by bougies without result. 
The diagnosis was only made after examination under an anaesthetic. In 
this case the child had been dead two weeks, so that it was possible to 
remove the sac complete without the danger of haemorrhage. 

Dr. BrIpDE, in reply, said he was of opinion that in most cases the placenta 
should be left behind. In answer to Dr. Epwarps, he explained that he 


had advised the patient against another pregnancy because of the presence 
‘of very widespread and dense adhesions. 
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Mr. J. W. Burns showed 


A SPECIMEN FoR DIAGNOsIS. 


Mrs. C. This patient was aged 63 years; she had had eight normal 
pregnancies and labours and two miscarriages. She came to the hospital 
complaining of a lump which was causing considerable discomfort in both 
walking and sitting. Twelve years ago she had the womb removed, and 
was requested to return in order that the tumour, which you now see before 
you, should be removed. She did not do this. She definitely states that 
the tumour was present at the time of her first operation. Lately it has 
given rise to discomfort. 

On examination there was a mass which at first sight looked like a 
procidentia with two large and oedematous lips. On further examination 
it was found that the mass involved the clitoris and the anterior portions of 
the labia minora. The vaginal introitus was not involved and, apart from 
some slackness which could be explained by her obstetrical history, ap- 
peared normal. The mass appeared as two tumours, one above the other, 
round, smooth and tense with a small fissure between. The clitoris was 
enlarged. The specimens show three distinct tumours. (a) The first( about 
the size of a hen’s egg, was situated just below the mons veneris. (b) The 
second tumour was somewhat smaller than the first and was situated below 
and in front of it. (c) The third tumour was placed beneath the enlarged 
glans clitoridis. 

Microscopical sections of the three tumours show, respectively: (a) 
Squamous epithelium covering the outside, a wall of fibrous tissue and a 
cavity lined with a single layer of columnar epithelium. (b) A covering of 
squamous epithelium, a wall of fibrous tissue, nearer the cavity a layer 
which might be regarded as organized blood clot. (c) The enlarged glans 
clitoridis, squamous epithelium covering a wall of fibrous tissue lined by 
columnar epithelium; a cavity filled with blood-clot. The section is very 
similar to that of (a). 

Tumours (a) and (b) appear to lie in and involve the loose tissues forming 
the prepuce clitoridis. Each has a definite capsule and there does not 
appear to be any communication between any of the tumours. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, remarked on the 
interesting nature of the specimen. He thought it was either a congenital 
mal-development or an acquired tumour. He had seen a somewhat similar 
tumour in a case of congenital malformation in which the patient was appar- 
ently sexless. In this case, although the patient had lived as a girl, he had 
come to the conclusion after careful examination that she was probably a 
man. He thought it extremely difficult to express an opinion on the origin 
of the tumour in Mr. Barns’s case. 


Dr. JeFFcoat did not think that the tumour of the clitoris was really 
growing from the clitoris as the typical structure of the clitoris was not 
present in any of the tumours. He thought that all three masses were 
similar, but had grown at different times. 


Dr. Burns, in reply, stated that the central tumour could only have 


arisen from the clitoris as it was on the exact,site and no clitoris could be 
found. ‘ 
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Mr. W. W. KInG, of Sheffield, described a case of 


THE INTERMITTENT EVACUATION OF ASCITIC FLUID BY THE VAGINA, 
SIMULATING URINARY INCONTINENCE. 


Incontinence of urine is so common in women that it is refreshing to 
meet with a case in which the fluid passed was not urine. The history of a 
case of this sort which I wish to report is as follows: 

Mrs. H., aged 57, had had one child 28 years previously. The climacteric 
had occurred at the age of 45 and there had not been any haemorrhage 
since. 

She complained of incontinence of urine which had been present for a 
year or more and was especially troublesome at night. She stated that, 
however often she arose to pass water during the night, she was liable to 
be wakened by the passage of such large amounts of fluid that she had to 
lie on a double draw sheet. Sometimes she was dry all night and at others 
she had only a slight leakage of fluid. She was generally dry during the day, 
but fluid was prone to come away on exertion, especially on bending, as in 
gardening, to which she was much addicted. She had vivid and most 
unpleasant memories of planting bulbs in her garden last autumn, when 
fluid came away in floods on stooping. She volunteered the information 
that, just as at night, previous micturition did not prevent the passage of 
what she thought to be urine. The unusual history puzzled me and I 
suspected the presence of a ureteric fistula. There were no other symptoms 
of any kind and she stated that she was otherwise in perfect health. 

She was a big, stout woman but an unsuspected abdominal tumour the 
size of a four months’ pregnancy was discovered. The tumour was hard 
and movable and was thought to be a uterine myoma, or perhaps a fibroma 
of the ovary. In spite of her stoutness some free fluid was detected. 

On pelvic examination a small cystocoele was found. The uterus was 
approximately normal in size and attached to the abdominal tumour by a 
pedicle. Neither a vesico-vaginal fistula, a uretero-vaginal fistula, nor other 
cause for incontinence of urine was found. 

The presence of the tumour complicated, rather than elucidated, the 
cause of her leading symptom. Pressure by the tumour upon the bladder 
seemed to be the only, if inadequate, explanation. It was inadequate 
because it will be remembered that the fluid came away even after the 
bladder had been apparently emptied. My advice that the tumour should 
be removed was rather reluctantly agreed to, as I could not promise that it 
would cure the supposed incontinence of urine. 

On examination under an anaesthetic I noted a little fluid in the vagina 
which I thought was urine, until, having swabbed it away, more appeared 
on bi-manual examination. It flowed out of the cervix and, though the 
amount was not measured, there must have been fully half an ounce in the 
vagina. Some of this clear fluid was collected in a test-tube for examination. 
I made a positive, although as it proved, an incorrect, diagnosis of 
hydrometra. On opening the abdomen the tumour proved to be a fibroma 
of the right ovary the size of a four months’ pregnancy. The left ovary was 
normal. The uterus was not enlarged. There was a moderate amount of 
clear ascitic fluid in the peritoneal cavity. I was still blind to the correla- 
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tion of the facts and did not collect any of the ascitic fluid for examination. 
Total hysterectomy with removal of both ovaries was performed. 

On examination of the specimen, which had been placed in a dry dish, 
the uterus was seen to be of normal size, but on pressure a little more clear 
fluid was expressed through the cervix. The uterine cavity was normal. 
The Fallopian tubes were patent and normal, except that they were slightly 
full, as if they contained fluid. On milking them towards the uterus’ clear 
fluid issued from their uterine ends in a tiny jet. The fluid had the same 
appearance as that found in the vagina and in the abdomen; and there’ can 
be no doubt that the patient’s symptom was due to the ascitic fluid escaping 
from the abdomen to the vagina by way of the Fallopian tubes, uterine 
cavity and cervix. The fluid collected from the vagina was reported upon 
by Dr. Janet Fawcett, Bio-chemist to the Jessop Hospital for Women, as 
follows: ‘‘ Reaction strongly alkaline. Pseudo-mucin present, urea present, 
sugar nil, uric acid nil. Wet films, few fat droplets and epithelial cells, 
otherwise nil.’’ ; 

Professor LEATHES, Professor of Physiology, confirmed the opinion that 
the fluid was ascitic, in which traces of urea are frequently found. The 
patient made a good recovery and is cured of her apparent incontinence of 
urine. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, congratulated Mr. 
King on presenting a unique case. He thought that the Fallopian tubes 
must have had a syphonic action, and asked Mr. King if their openings were 
normal. Mr. Kine replied that they were normal. He asked if a section of 
the Fallopian tube had been cut and Mr. K1ne’s reply was in the affirmative, 
but he regretted that a section was not available. 

Dr. Douaat recalled a somewhat similar case of a single woman of 40 
who had had a watery discharge pouring out before each menstrual period 
and in her case it had been necessary for her to wear waterproof clothing. 
He had removed the uterus and the symptoms were cured. 

Dr. BalLey stated that he found it difficult to understand why: the fluid 
came away in floods whem the patient was bending. In whatever way the 
fluid came from the abdomen to the exterior it should only have come in a 
trickle. Mr. Kine, in reply, remarked on the interesting nature of these cases 
of watery discharge. In his case it was definitely only ascitic fluid that 
came away and he was of opinion that it had collected in the uterus and 
vagina in appreciable quantities, and then came away in a gush, when she 
made some movement or other. 


Mr. P. W. Matpas, of Liverpool, read a paper on 
OBSERVATIONS ON THE AETIOLOGY OF FOETAL MALFORMATIONS. 


The paper was based on a, consecutive series of 294 malformations of the 
foetus which occurred in an unselected and consecutive series of 13,964 
deliveries in the Liverpool Maternity Hospital for the years 1923 to 1932 
inclusive. The material was supplemented by 92 cases dealt with in the 
Department of Obstetrics of the University of Liverpool, although the latter 
material was, of course, not used in working out any of the statistical tables 
depending on a known population. 
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Foetal malformations in general have been completely neglected as 
material for genetic investigation, apart from the study of pedigrees of a few 
strikingly hereditary anomalies such as webbed fingers. The object of the 
enquiry was, in the first place, to obtain reliable data of the incidence and 
aetiological factors of malformations in general, and, in the second place, to 
decide, by consideration of the data, whether most malformations are of 
genetic origin, dependent upon the genetic constitution of the fertilized 
ovum, or of environmental origin, dependent on intra-uterine environmental 
factors. 

The malformations were as follows: 


Anencephalus _... ee ae aa 44 Cases. 
Hydrocephalus ... te a a ae 
Spina bifida... ae ea evs Eo ae 
Hypospadias__... os ia aus ae 
Hare lip and cleft palate... ee |) 
Club foot ... os wie aie 1a y —- 
Malformed hands <a mo bite a 
Absence of radius bas ca kas Ms vey 
Mongolism aes ne das dad See 
Iniencephalus _... vas Pee bos | oe 
Congenital cardiac disease ... ihe 1 i; 
Gastroschisis a ig 
Imperforate anus , ome y eae 
Vaginal malformations me “a5 y Sar 
Accessory auricles apes 
Torticollis age 
Miscellaneous __... me ora net Ea 


The total incidence of malformations in the series of 13,964 births was 
2.11 per cent. 

The age incidence of the several malformations was then dealt with. It 
was found that in the case of certain malformations, notably anencephalus, 
hydrocephalus, hare lip, cleft palate, mongolism and congenital cardiac 
disease, the incidence of the malformation in question showed a steady 
increase with the ages of the mothers. Thus, in the case of anencephalus 
the following table could be prepared: 


Number of 
Maternal age. Total births. anencephalics. Per cent. 
16-20 1,050 2 0.180 
21-25 4,139 10 0.241 
26-30 4,052 14 0.346 
31-35 3,640 4 0.152 
36-40 1,566 7 0.446 
41-45 460 5 1.086 
46-50 47 I 2.130 


These results are very similar to those previously published in the case 
of mongolism and can be similarly interpreted as showing that these mal- 
formations do not show a random incidence, as would be expected if entirely 


139, 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


due to genetic factors, and are, therefore, to be regarded as conditioned, if 
not caused, by environmental factors, of which the mother’s age is one. 

On the other hand, similar tables for spina bifida, talipes and hypospadias 
showed no variation of frequency with the mothers’ ages. The incidence in 
the various age groups was such as might be expected on the basis of 
random selection. 

The second part of the paper dealt with the relation of the malformations 
to the parity of the mothers. Such a relation is recognized to obtain in the 
case of mongolism, which is linked with excessive child-bearing as well as 
with increasing age of the parents, and forms a further piece of evidence 
that mongolian idiocy is not a genetic but an environmental trait. The 
results obtained supported those obtained by considering the various 
maternal age groups. The incidence of anencephalus, hydrocephalus, hare 
lip, cleft, palate, mongolism, and congenital heart disease was found to 
increase with increasing parity, while club foot, hypospadias and spina 
bifida proved to have no such relation to parity, with the possible exception 
of hypospadias, which showed an unusually high incidence in primiparae, 75 
per cent, a figure too high to be explained on the basis of random genetic 
selection, although the results unfortunately were only based on a relatively 
small number of cases. 

Details of the ages of the fathers were obtained in 104 cases. The figures 
were too small for each malformation to permit tables being made showing 
the relation between the incidence of the several malformations and the ages 
of the fathers, but in no case was a marked discrepancy between the 
respective ages of the two parents noticed. 

Details of the presence or absence of consanguinity between the parents 
were obtained in 104 cases. If the malformations dealt with involved the 
interaction of recessive genes, then an excess of consanguineous unions 
would have been expected. In no instance, however, of the 104 cases was 
there any consanguinity between the parents of the malformed foetus. 

In the series there was only one instance of a malformation with a known 
hereditary bias, a case of webbed toes, in which both the mother and the 
maternal grandfather had a similar malformation. There were 11 instances 
of previous malformations occurring among the children born to the parents 
of the malformed foetfis dealt with in the series. The incidence of a previous 
malformation was four per cent, a higher figure than the normal incidence of 
foetal malformations, two per cent. In this regard the frequency with which 
a given malformation is followed later by another type of malformation 
appears to show from another standpoint that most of the malformations 
dealt with cannot be due to the action of specific groups of genetic factors 
and reinforces the view that they are mostly attributable to the interplay 
of environmental factors. 

The groups of associated malformations, e.g. anencephalus and spina 
bifida, anencephalus and absence of the adrenal bodies, gastrochisis and 
genital defects were touched on and their possible significance emphasized. 

Taking all the malformations in the series it was found that 175 were in 
males and 185 in females. Anencephalus showed the high proportion of 69 
females to 21 males. This disparity, if not of genetic origin, as the fore- 
going views of anencephalus would appear to show, can only be interpreted 
as showing that sex is not-entirely and solely determined by the constitu- 
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tion of the fertilized egg. The observation bears some relation to Crew’s 
work on the free-martin. 

Iniencephalus was the only other malformation in which an excess of 
females occurred, five females to two males. These figures, although small, 
iniencephalus being a rare monster, receive some confirmation from those of 
Ballantyne, who found it in four females and only two males. 

Excluding anencephalus the malformations showed a marked preponder- 
ance of males, 154 males to 116 females. This ratio appears to be related to 
higher intra-uterine death-rate of the male foetus. 

The paper touched on various .other maternal factors involved. Syphilis 
appears to bear some relation to the production of malformations, particu- 
larly of hydrocephalus, but in none of the cases was any evidence of active 
foetal syphilis found. The Levaditi test was uniformly negative. Among 
the mothers there was definite evidence of poor physique, manifested, for 
instance, by an unduly high incidence of dystocia in previous labours. In 
many of the family pictures there was also an unduly high percentage of 
feeble-mindedness or a low standard of living. There appeared to be a 
slight relation between sterility and the subsequent chance of a malformed 
foetus. 

The tentative nature of many of the conclusions was emphasized. 
Perhaps the chief merit of the work lay in the provision of reliable statistical 
tables. In general the conclusion was made that, while some malformations 
are of genetic origin, the greater number are either caused by or conditioned 
by maternal environmental factors, similar to those which obtain in mon- 
golian idiocy. Chief among these are the age and parity of the mothers. 
Poorness of the stock appears to be of some significance. 

Malformations which resemble mongolism in this way are anencephalus, 
hydrocephalus, hare lip, cleft palate, congenital heart disease and inience- 
phalus. In the case of spina bifida, club foot and hypospadias there was no 
evidence to disprove a genetic origin. 

The need for further investigation into the subject was emphasized. The 
view was expressed that the incidence of malformations might form an 
index of the soundness of a human stock from the eugenic standpoint. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, expressed the 
gratitude of the Society to Mr. Malpas for his paper. He thought it was a 
very able presentation of a very difficult subject. One question which had 
occurred to him was the meaning of the term ‘‘ environment.’’ He was of 
opinion that the ovum produced its own environment. He asked Mr. Malpas 
if he considered the term ‘‘ environment ’’ to mean the factors affecting the 
blastodermic vesicle or affecting the foetus later on in pregnancy. 

Dr. FLETCHER SHAW also thanked Mr. Malpas for his paper and said the 
subject was particularly interesting to him as he had worked on the question 
of mongolism. He had found that in the case of mongols the mothers had 
frequently had previous children, but that the interval between these and 
the birth of: the mongol was often a long-one. He had also found that in 
cases of repeated abortion, when the mother eventually went to term, the 
child was frequently abnormal. 

Dr. Raw.incs, of Manchester, stated that monsters could be produced 
by fishes by altering either the medium in which the egg was developing or 
by interfering with the egg itself. He would like to ask whether both these 
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Mr. J. W. Burns showed 


A SPECIMEN FOR DIAGNOSIS. 


Mrs. C. This patient was aged 63 years; she had had eight normal 
pregnancies and labours and two miscarriages. She came to the hospital 
complaining of a lump which was causing considerable discomfort in both 
walking and sitting. Twelve years ago she had the womb removed, and 
was requested to return in order that the tumour, which you now see before 
you, should be removed. She did not do this. She definitely states that 
the tumour was present at the time of her first operation. Lately it has 
given rise to discomfort. 

On examination there was a mass which at first sight looked like a 
procidentia with two large and oedematous lips. On further examination 
it was found that the mass involved the clitoris and the anterior portions of 
the labia minora. The vaginal introitus was not involved and, apart from 
some slackness which could be explained by her obstetrical history, ap- 
peared normal. The mass appeared as two tumours, one above the other, 
round, smooth and tense with a small fissure between. The clitoris was 
enlarged. The specimens show three distinct tumours. (a) The first( about 
the size of a hen’s egg, was situated just below the mons veneris. (b) The 
second tumour was somewhat smaller than the first and was situated below 
and in front of it. (c) The third tumour was placed beneath the enlarged 
glans clitoridis. 

Microscopical sections of the three tumours show, respectively: | (a) 
Squamous epithelium covering the outside, a wall of fibrous tissue and a 
cavity lined with a single layer of columnar epithelium. (b) A covering of 
squamous epithelium, a wall of fibrous tissue, nearer the cavity a layer 
which might be regarded as organized blood clot. (c) The enlarged glans 
clitoridis, squamous epithelium covering a wall of fibrous tissue lined by 
columnar epithelium; a cavity filled with blood-clot. The section is very 
similar to that of (a). 

Tumours (a) and (b) appear to lie in and involve the loose tissues forming 
the prepuce clitoridis. Each has a definite capsule and there does not 
appear to be any communication between any of the tumours. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, remarked on the 
interesting nature of the specimen. He thought it was either a congenital 
mal-development or an acquired tumour. He had seen a somewhat similar 
tumour in a case of congenital malformation in which the patient was appar- 
ently sexless. In this case, although the patient had lived as a girl, he had 
come to the conclusion after careful examination that she was probably a 
man. He thought it extremely difficult to express an opinion on the origin 
of the tumour in Mr. Barns’s case. 


Dr. JeFFcoaT did not think that the tumour of the clitoris was really 
growing from the clitoris as the typical structure of the clitoris was not 
present in any of the tumours. He thought that all three masses were 
similar, but had grown at different times. 


Dr. Burns, in reply, stated that the central tumour could only have 
arisen from the clitoris as it was on the exact site and no clitoris could be 
found. 
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Mr. W. W. Kino, of Sheffield, described a case of 


THE INTERMITTENT EVACUATION oF ASCITIC FLUID BY THE VAGINA, 
SIMULATING URINARY INCONTINENCE. 


Incontinence of urine is so common in women that it is refreshing to 
meet with a case in which the fluid passed was not urine. The history of a 
case of this sort which I wish to report is as follows: 

Mrs. H., aged 57, had had one child 28 years previously. The climacteric 
had occurred at the age of 45 and there had not been any haemorrhage 
since. 

She complained of incontinence of urine which had been present for a 
year or more and was especially troublesome at night. She stated that, 
however often she arose to pass water during the night, she was liable to 
be wakened by the passage of such large amounts of fluid that she had to 
lie on a double draw sheet. Sometimes she was dry all night and at others 
she had only a slight leakage of fluid. She was generally dry during the day, 
but fluid was prone to come away on exertion, especially on bending, as in 
gardening, to which she was much addicted. She had vivid and most 
unpleasant memories of planting bulbs in her garden last autumn, when 
fluid came away in floods on stooping. She volunteered the information 
that, just as at night, previous micturition did not prevent the passage of 
what she thought to be urine. The unusual history puzzled me and I 
suspected the presence of a ureteric fistula. There were no other symptoms 
of any kind and she stated that she was otherwise in perfect health. 

She was a big, stout woman but an unsuspected abdominal tumour the 
size of a four months’ pregnancy was discovered. The tumour was hard 
and movable and was thought to be a uterine myoma, or perhaps a fibroma 
of the ovary. In spite of her stoutness some free fluid was detected. 

On pelvic examination a small cystocoele was found. The uterus was 
approximately normal in size and attached to the abdominal tumour by a 
pedicle. Neither a vesico-vaginal fistula, a uretero-vaginal fistula, nor other 
cause for incontinence of urine was found. 

The presence of the tumour complicated, rather than elucidated, the 
cause of her leading symptom. Pressure by the tumour upon the bladder 
seemed to be the only, if inadequate, explanation. It was inadequate 
because it will be remembered that the fluid came away even after the 
bladder had been apparently emptied. My advice that the tumour should 
be removed was rather reluctantly agreed to, as I could not promise that it 
would cure the supposed incontinence of urine. 

On examination under an anaesthetic I noted a little fluid in the vagina 
which I thought was urine, until, having swabbed it away, more appeared 
on bi-manual examination. It flowed out of the cervix and, though the 
amount was not measured, there must have been fully half an ounce in the 
vagina. Some of this clear fluid was collected in a test-tube for examination. 
I made a positive, although as it proved, an incorrect, diagnosis of 
hydrometra. On opening the abdomen the tumour proved to be a fibroma 
of the right ovary the size of a four months’ pregnancy. The left ovary was 
normal. The uterus was not enlarged. There was a moderate amount of 
clear ascitic fluid in the peritoneal cavity. I was still blind to the correla- 
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tion of the facts and did not collect any of the ascitic fluid for examination. 
Total hysterectomy with removal of both ovaries was performed. 

On examination of the specimen, which had been placed in a dry dish, 
the uterus was seen to be of normal size, but on pressure a little more clear 
fluid was expressed through the cervix. The uterine cavity was normal. 
The Fallopian tubes were patent and normal, except that they were slightly 
full, as if they contained fluid. On milking them towards the uterus clear 
fluid issued from their uterine ends in a tiny jet. The fluid had the same 
appearance as that found in the vagina and in the abdomen, and there can 
be no doubt that the patient’s symptom was due to the ascitic fluid escaping 
from the abdomen to the vagina by way of the Fallopian tubes, uterine 
cavity and cervix. The fluid collected from the vagina was reported upon 
by Dr. Janet Fawcett, Bio-chemist to the Jessop Hospital for Women, as 
follows: ‘‘ Reaction strongly alkaline. Pseudo-mucin present, urea present, 
sugar nil, uric acid nil. Wet films, few fat droplets and epithelial cells, 
otherwise nil.’’ 

Professor LEaTHES, Professor of Physiology, confirmed the opinion that 
the fluid was ascitic, in which traces of urea are frequently found. The 
patient made a good recovery and is cured of her apparent incontinence of 
urine. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, congratulated Mr. 
King on presenting a unique case. He thought that the Fallopian tubes 
must have had a syphonic action, and asked Mr. King if their openings were 
normal. Mr. Kine replied that they were normal. He asked if a section of 
the Fallopian tube had been cut and Mr. K1nGc’s reply was in the affirmative, 
but he regretted that a section was not available. 

Dr. DouGat recalled a somewhat similar case of a single woman of 40 
who had had a watery discharge pouring out before each menstrual period 
and in her case it had been necessary for her to wear waterproof clothing. 
He had removed the uterus and the symptoms were cured. 

Dr. BatLey stated that he found it difficult to understand why the fluid 
came away in floods when the patient was bending. In whatever way the 
fluid came from the abdomen to the exterior it should only have come in a 
trickle. Mr. KinG, in reply, remarked on the interesting nature of these cases 
of watery discharge. In his case it was definitely only ascitic fluid that 
came away and he was of opinion that it had collected in the uterus and 
vagina in appreciable quantities, and then came away in a gush, when she 
made some movement or other. 


Mr. P. W. Matpas, of Liverpool, read a paper on 
OBSERVATIONS ON THE AETIOLOGY OF FOETAL MALFORMATIONS. 


The paper was based on a consecutive series of 294 malformations of the 
foetus which occurred in an unselected and consecutive series of 13,964 
deliveries in the Liverpool Maternity Hospital for the years 1923 to 1932 
inclusive. The material was supplemented by 92 cases dealt with in the 
Department of Obstetrics of the University of Liverpool, although the latter 
material was, of course, not used in working out any of the statistical tables 
depending on a known population. 
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Foetal malformations in general have been completely neglected as 
material for genetic investigation, apart from the study of pedigrees of a few 
strikingly hereditary anomalies such as webbed fingers. The object of the 
enquiry was, in the first place, to obtain reliable data of the incidence and 
aetiological factors of malformations in general, and, in the second place, to 
decide, by consideration of the data, whether most malformations are of 
genetic origin, dependent upon the genetic constitution of the fertilized 
ovum, or of environmental origin, dependent on intra-uterine environmental 
factors. 

The malformations were as follows: 


Anencephalus _... ae re oi 44 cases. 
Hydrocephalus ... ~ sae a 58 
Spina bifida ae Aes ” _ 39 
Hypospadias ar Bae es my 16 

Hare lip and cleft palate... eas 17 

Club foot ... ne Bs ae as 23 
Malformed hands oh ay Sag 16 
Absence of radius ai ae eee 2 
Mongolism sa “s = ‘es 18 
Iniencephalus __... a, — 8 
Congenital cardiac disease ... aa 10 
Gastroschisis 

Imperforate anus 

Vaginal malformations 

Accessory auricles 

Torticollis 

Miscellaneous _... vr i 1 12 


The total incidence of malformations in the series of 13,964 births was 
2.11 per cent. 

The age incidence of the several malformations was then dealt with. It 
was found that in the case of certain malformations, notably anencephalus, 
hydrocephalus, hare lip, cleft palate, mongolism and congenital cardiac 
disease, the incidence of the malformation in question showed a steady 
increase with the ages of the mothers. Thus, in the case of anencephalus 
the following table could be prepared: 


Number of 
Maternal age. Total births. anencephalics. Per cent. 
16-20 I,050 2 0.180 
21-25 4,139 Io 0.241 
26-30 4,052 I : 0.346 
31-35 3,640 0.152 
36-40 1,566 0.446 
41-45 460 1.086 
46-50 47 2.130 


These results are very similar to those previously published in the case 
of mongolism and can be similarly interpreted as showing that these mal- 
formations do not show a random incidence, as would be expected if entirely 
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due to genetic factors, and are, therefore, to be regarded as conditjoned, if 
not caused, by environmental factors, of which the mother’s age is one. 

On the other hand, similar tables for spina bifida, talipes and hypospadias 
showed no variation of frequency with the mothers’ ages. The incidence in 
the various age groups was such as might be expected on the basis of 
random selection. 

The second part of the paper dealt with the relation of the malformations 
to the parity of the mothers. Such a relation is recognized to obtain in the 
case of mongolism, which is linked with excessive child-bearing as well as 
with increasing age of the parents, and forms a further piece of evidence 
that mongolian idiocy is not a genetic but an environmental trait. The 
results obtained supported those obtained by considering the various 
maternal age groups. The incidence of anencephalus, hydrocephalus, hare 
lip, cleft, palate, mongolism, and congenital heart disease was found to 
increase with increasing parity, while club foot, hypospadias and spina 
bifida proved to have no such relation to parity, with the possible exception 
of hypospadias, which showed an unusually high incidence in primiparae, 75 
per cent, a figure too high to be explained on the basis of random genetic 
selection, although the results unfortunately were only based on a relatively 
small number of cases. 

Details of the ages of the fathers were obtained in 104 cases. The figures 
were too small for each malformation to permit tables being made showing 
the relation between the incidence of the several malformations and the ages 
of the fathers, but in no case was a marked discrepancy between the 
respective ages of the two parents noticed. 

Details of the presence or absence of consanguinity between the parents 
were obtained in 104 cases. If the malformations dealt with involved the 
interaction of recessive genes, then an excess of consanguineous unions 
would have been expected. In no instance, however, of the 104 cases was 
there any consanguinity between the parents of the malformed foetus. 

In the series there was only one instance of a malformation with a known 
hereditary bias, a case of webbed toes, in which both the mother and the 
maternal grandfather had a similar malformation. There were 11 instances 
of previous malformations occurring among the children born to the parents 
of the malformed foettis dealt with in the series. The incidence of a previous 
malformation was four per cent, a higher figure than the normal incidence of 
foetal malformations, two per cent. In this regard the frequency with which 
a given malformation is followed later by another type of malformation 
appears to show from another standpoint that most of the malformations 
dealt with cannot be due to the action of specific groups of genetic factors 
and reinforces the view that they are mostly attributable to the interplay 
of environmental factors. 

The groups of associated malformations, e.g. anencephalus and spina 
bifida, anencephalus and absence of the adrenal bodies, gastrochisis and 
genital defects were touched on and their possible significance emphasized. 

Taking all the: malformations in the series it was found that 175 were in 
males and 185 in females. Anencephalus showed the high proportion of 69 
females to 21 males. This disparity, if not of genetic origin, as the fore- 
going views of anencephalus would appear to show, can only be interpreted 
as showing that sex is not entirely and solely determined by the constitu- 
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tion of the fertilized egg. The observation bears some relation to Crew’s 
work on the free-martin. 

Iniencephalus was the only other malformation in which an excess of 
females occurred, five females to two males. These figures, although small, 
iniencephalus being a rare monster, receive some confirmation from those of 
Ballantyne, who found it in four females and only two males. 

Excluding anencephalus the malformations showed a marked preponder- 
ance of males, 154 males to 116 females. This ratio appears to be related to 
higher intra-uterine death-rate of the male foetus. 

The paper touched on various other maternal factors involved. Syphilis 
appears to bear some relation to the production of malformations, particu- 
larly of hydrocephalus, but in none of the cases was any evidence of active 
foetal syphilis found. The Levaditi test was uniformly negative. Among 
the mothers there was definite evidence of poor physique, manifested, for 
instance, by an unduly high incidence of dystocia in previous labours. In 
many of the family pictures there was also an unduly high percentage of 
feeble-mindedness or a low standard of living. There appeared to be a 
slight relation between sterility and the subsequent chance of a malformed 
foetus. 

The tentative nature of many of the conclusions was emphasized. 
Perhaps. the chief merit of the work lay in the provision of reliable statistical 
tables. In general the conclusion was made that, while some malformations 
are of genetic origin, the greater number are either caused by or conditioned 
by maternal environmental factors, similar to those which obtain in mon- 
golian idiocy. Chief among these are the age and parity of the mothers. 
Poorness of the stock appears to be of some significance. 

Malformations which resemble mongolism in this way are anencephalus, 
hydrocephalus, hare lip, cleft palate, congenital heart disease and inience- 
phalus. In the case of spina bifida, club foot and hypospadias there was no 
evidence to disprove a genetic origin. 

The need for further investigation into the subject was emphasized. The 
view was expressed that the incidence of malformations might form an 
index of the soundness of a human stock from the eugenic standpoint. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, expressed the 
‘gratitude of the Society to Mr. Malpas for his paper. He thought it was a 
very able presentation of a very difficult subject. One question which had 
occurred to him was the meaning of the term ‘‘ environment.’’ He was of 
opinion that the ovum produced its own environment. He asked Mr. Malpas 
if he considered the term ‘‘ environment ’’ to mean the factors affecting the 
blastodermic vesicle or affecting the foetus later on in pregnancy. 

Dr. FLETCHER SHAW also thanked Mr. Malpas for his paper and said the 
subject was particularly interesting to him as he had. worked on the question 
of mongolism. He had found that in the case of mongols the mothers had 
frequently had previous children, but that the interval between these and 
the birth of the mongol was often a long one. He had also found that in 
cases of repeated abortion, when the mother eventually went to term, the 
child was: frequently abnormal. 

Dr. Raw tines, of Manchester, stated that monsters could be produced 
by fishes by altering either the medium in which the egg was developing or 
by interfering with the egg itself. He would like to ask whether both these 
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forms of interference could be described as affecting the environment of 
the ovum. 

Mr. Matpas, in reply, stated that he had accepted as a standard for 
environment anything influencing the ovum after fusion between the sperm 
and ovum. 


Professor DANIEL DouGat described a case of 


RUPTURED PSEUDO-MyxomatTous Cyst COMPLICATING PREGNANCY AND 
LABOUR. 


The patient, Mrs. H., was aged 31 years; she had been married for 7% 
years and had had one child six years previously. 

I saw her at home on August 13th, 1933; she was then pregnant and 
expecting in about a week’s time. She told me that she had been well 
until a few weeks previously when she began to notice her abdomen increas- 
ing rapidly in size. This was associated with very severe dyspnoea and 
massive oedema of both legs and the abdominal wall. 

On examination I found the abdomen enormously distended and the 
skin of the abdominal wall shiny and thin. There was a marked fluid thrill. 
A foetus could be felt lying longitudinally in the right of the lower part of 
the abdomen with the head above and the breech towards the pelvic brim. 
I diagnosed acute hydramnios and as she was so close to term advised 
medicinal induction of labour. This was begun next morning and by the 
afternoon labour had started, the membranes rupturing about 8.15 p.m. A 
small quantity of liquor amnii escaped and the size of the abdomen did not 
perceptibly decrease. During the night and next morning she made slow 
progress as a result of primary uterine inertia and was, therefore, admitted 
to hospital. On examination there the findings were similar to those which 
I have described. 

The girth of the abdomen was 60 inches, the child occupied the same 
position and was presenting by the breech. By mid-day the cervix was 
fully dilated but the breech was high. The diagnosis was now modified to 
hydramnios in the upper sac of a twin pregnancy. Paracentesis was decided 
on as the method of treatment most likely to give relief. On puncturing the 
abdomen, however, with a spinal needle no amniotic fluid but only a little 
blood-stained colloid material escaped. Evidently an ovarian cyst was 
present so arrangements were made immediately to open the abdomen. The 
general condition of the patient by this time was not particularly good. 
On opening the abdomen the peritoneal cavity was found to be filled with 
pseudo-myxomatous material’ which had evidently escaped from a thin- 
walled multilocular cyst of the left ovary. The walls of the cyst were so 
thin that they could not be handled without tearing. The tumour unfortu- 
nately had no pedicle but was partly introligamentous, growing into the left 
broad ligament and meso-sigmoid. A living child was delivered by Caesarean 
section and then the uterus and tumour were removed by subtotal hysterec- 
tomy. The right ovary was normal and was not removed. The whole of 
the abdominal organs were covered with sticky pseudo-myxomatous material; 
most of this was removed by flushing out the peritoneal cavity with warm 
saline. 
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The patient was much shocked but recovered with suitable remedies. A 
fortnight later, however, she developed some swelling of the lower abdomen 
with a rise of temperature; examination showed that fluid was collecting 
therein. This proved to be a quantity of offensive watery fluid which was 
evacuated vaginally through the canal of the cervical stump. After this set- 
back the patient made progress, but a few weeks later her convalescence was 
further delayed by the development of phlegmasia in both legs. This has 
now disappeared and to-day, 10 weeks after the operation, she is much 
better and almost ready to return home. 

Microscopically the cyst had the typical structure of a complete, active, 
pseudo-mucinous cyst adenoma, and I should describe the appearances as 
midway between that tumour and a fully developed pseudo-myxoma. 

The interesting points about this case are the question of diagnosis and 
the employment of paracentesis, both for diagnosis and treatment. The 
cyst, probably, did not rupture suddenly in this case, but a gradual leakage 
of the contents of the cyst into the abdomen occurred during the last month 
of pregnancy. 

Discussion. The PREsIDENT, Mr. Leyland Robinson, referred to the 
extreme cellular activity shown in the microscopic sections and expressed 
the opinion that, in all probability, this was related to pregnancy. 

Mr. Stacey said he would like to know more definitely why it was neces- 
sary to perform Caesarean section. As the cervix was fully dilated and as 
it might have been possible to deliver the child vaginally, it seemed to him 
that the performance of Caesarean section was an added risk. 

Mr. GouGH remarked upon the complete absence of pain in the history 
and he thought this very remarkable. He could recollect a somewhat similar 
case in which a cyst complicating pregnancy ruptured without any pain. At 
the time of rupture the patient merely felt what she described as a ‘‘ swish.”’ 
Following this rupture, the cyst decreased greatly in size and operation was 
refused. It reformed, however, and operative removal was necessary one 
year later. 

Professor FLETCHER SHAW expressed the opinion that pseudo-mucinous 
and pseudo-myxomatous cysts were entirely different. He thought that in 
_ this case it was a pseudo-mucinous cyst and not a pseudo-myxomatous cyst. 

Dr. WILSON was of the same opinion. He also said he had found that it 
was impossible in many cases to draw off liquor amnii by tapping. 

Dr. Douaat, in reply, stated that he did think that the cellular activity 
of the cyst had been increased by pregnancy. He gave his reasons for 
performing Caesarean section. He had intended to remove the cyst by 
laparotomy and then to let his assistant extract the child by the forceps. 
He found, however, that it was impossible to remove the cyst in the presence 
of the enlarged uterus, so performed Caesarean section and then removed the 
cyst. He thought that in all probability it had been leaking for some 
months. -In his opinion pseudo-mucinous cysts and pseudo-myxomatous 
cysts belong to the same type but possess different degrees of activity. 


Professor DANIEL DouGat described a case of 


SARCOMA OF THE CERVIX DEVELOPING IN THE PUERPERIUM. 


The patient, Mrs. F., was aged 33; she had been married for seven years. 
She was seen .by me on June 28th, 1933, nine weeks after the delivery of 
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her first child. The pregnancy and labour had been normal. Five weeks 
after delivery she felt some pressure in the vagina and a short time after- 
wards a swelling protruded from the vulva. 

When I examined her I found a nodular tumour presenting at the vulva. 
This was. about the size of a hen’s egg and its surface was ulcerated, infected, 
and bathed in muco-purulent discharge. 

Vaginal examination showed that the tumour arose by a long pedicle 
from the posterior lip of the cervix. I removed the polypus on June 3oth, 
excising a wedge of the posterior lip of the cervix with it. On cutting into 
the tumour it had the appearance of a fibroid which had undergone degenera- 
tion, but the cut surface was certainly suspiciously homogeneous. I sent 
the specimen for section and on seeing the slides decided that the tumour 
was sarcomatous. This was confirmed by Dr. Loveday, who described it 
as a rapidly growing round-cell sarcoma. 

On July roth the uterus and appendages were removed by total hyster- 
ectomy and the patient made an uninterrupted recovery. 

Macroscopically and microscopically these structures appeared normal. 
The patient made a good recovery and is still well. The prognosis, however, 
must be somewhat uncertain although the small size of the tumour and its 
limited attachment to the cervix are in favour of complete recovery. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, said he doubted 
from the miscroscopical appearance whether the tumour was a true sarcoma. 
He thought that the appearance might be due to the recent pregnancy and 
involution. He thought that such a case as this might well have been treated 
by radium. 

Mr. GouGH, of Leeds, described a somewhat similar case of a sarcomatous 


polypus growing from the cervix. He had cut it away from the cervix and 
had cauterized the portion of the cervix from which it had arisen. So far 
the patient had done very well and it was not his intention to perform 
hysterectomy. 

Professor Dougal, in reply, said he had considered the question of treat- 
ment by radium very carefully, but, in view of the recent delivery, he was 
of opinion that hysterectomy was more likely to be successful. 


Professor DANIEL DouGat described a case of 
ENDOTHELIOMA OF THE OVARY REMOVED FIVE MONTHS AFTER DELIVERY. 


The patient, Mrs. C., aged 25, had been married for six years. Menstrua- 
tion was regular, but the last period was 14 months ago, just before the 
commencement of her last pregnancy. She had had three children, the first 
five years and the last five months previously. The patient was well until 
her last confinement, but since then, that is to say for five months, she has 
noticed a gradual increase in the size of her abdomen. She has also noticed 
nagging pain in the lower part of the abdomen, and she states that, this is 
worse if she lies on her left side. There has been some frequency of 
micturition. Apart from the swelling in the abdomen the patient has felt 
well and has not lost weight. 

On examination the abdomen was found enlarged to the size of a preg- 
nancy at term; indeed, the tumour felt extremely like a pregnant uterus. 
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Pregnancy might well have been suspected except for the fact that delivery 
had taken place only five months previously. There was a marked fluid 
thrill and a number of hard. masses could be ballotted. On vaginal examina- 
tion the uterus was found to be small and surrounded by solid portions of 
the tumour. A malignant ovarian tumour was diagnosed and early admission 
for operation arranged for. 

On opening the abdomen a moderate quantity of free fluid and a huge 
multilocular cyst of the left ovary were found. There were not any 
adhesions. The right ovary was normal except for some follicular cysts. On 
cutting into the tumour it was seen to consist of numerous loculi containing 
pseudo-myxomatous material and solid areas of cheesy consistence and 
obvious malignancy. Professor Dougal thought at first that the tumour was 
a malignant adenoma, but the sections show it to be an endothelioma. In 
the section examined from the other ovary there is also a suspicious area, 
i.e. a large vessel cut longitudinally containing several layers of small round 
epithelial cells. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, said he wished to 
express to Professor Dougal the indebtedness of the Society for the three 
very interesting specimens and for the careful and interesting way in which 
they had been presented. 


A meeting of the Society was held at Sheffield on Friday, November 
24th, 1933. 


Mr. A. A. GEMMELL described a case of 
UTERINE PROLAPSE IN A NEWBORN CHILD. 


The following are some notes on a case of uterine prolapse in a newborn 
infant which Mr. Gemmell was asked to see in Dr. Murray Bligh’s Ward at 
the David Lewis Northern Hospital, Liverpool. He expressed his gratitude 
to Dr. Murray Bligh for his ready concurrence that he (Mr. Gemmell) should 
report the case to the Society. 

The child was born at 8.30a.m. on January 4th, 1927. It presented 
by the vertex in the left occipito-anterior position. It had a large spina 
bifida in the lumbar region and was admitted, immediately after birth, to 
Dr. Murray Bligh’s ward. 

About 10 p.m. on January 8th, 1927, it had a long bout of crying, and 
after this a tumour was noticed at the vulva. Mr. Gemmell saw it next day, 
when the cervix was protruding from the vulva for about a quarter of an 
inch. The prolapse could be reduced, but immediately recurred. A pad was 
kept on the vulva, secured in place by the napkin. The condition of the 
child was so poor, on account of the spina bifida, that further treatment of 
the prolapse was not considered. 

On January 21st, 1927, the prolapse spontaneously disappeared and never 
reappeared before the child’s death on March 2oth, 1927. A post-mortem 
examination was carried out ro hours after death. After opening the 
abdomen the prolapse could not be reproduced by pushing down the uterus 
from above. Both kidneys were lying lower than normal and were cystic; 
both ureters were dilated and two-thirds of the bladder lay above the level of 
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the symphysis pubis. The spina bifida was associated with a meningo- 
myelocoele at the level of the lumbo-sacral junction. 

Ballantyne, in his ‘‘Antenatal Pathology and Hygiene—The Foetus,”’ 
published in 1902, records two cases of uterine prolapse in the newborn and 
refers to 10 other cases. Of these 12 cases, the presentation was by the 
vertex in 10 and by the breech in two. The infants were all born alive, but, 
with one exception, died some time later. The condition was associated with 
a lumbo-sacral spina bifida in all but two cases. In all the prolapse was 
easily replaced and in none had it anything to do with the death of the child. 

In this type of case the nerve supply to the supports of the uterus must 

be defective; possibly the development of the pelvic cellular tissue and 
_muscular floor is also defective. Probably similar factors are present in 
cases of nulliparous prolapse in adult life, but in two or three such cases 
which Mr. Gemmell had had examined by the X-rays there has not been any 
evidence of abnormality of the spinal column. 

Discussion. The PRESIDENT, Mr. Leyland Robinson, commented on the 
rarity of this condition, He thought that in all probability it was not a true 
congenital prolapse, but rather an extreme example of muscular weakness. 
He thought that there was also a definite nervous factor in such cases through 
faulty innervation as the result of the spina bifida. 

Mr. W. W. KiNG asked why it was impossible to reproduce the prolapse 
after death. Mr. Gemmell had stated that this was not possible, but had 
not stated why it had been impossible. 

Professor DouGat referred the Society to the Manchester specimen of 
congenital prolapse. He thought it to be due, in part, to congenital weak- 
ness of the pelvic floor, and stated that he believed many cases of nullipareus 
prolapse were the result of congenital weakness. 

Dr. E. A. GERRARD also thought that in all probability the pelvic floor 
in such cases was congenitally defective, and quoted a case in a young 
woman on whom colostomy had been performed for imperforate anus. 

Mr. A. A. Gemmell, in reply, stated that the prolapse was not present at 
delivery in any of Ballantyne’s 12 cases. He thought that the reason why 
it was impossible to reproduce the prolapse after death was because of rigor 
mortis. He suggested that in cases of nulliparous prolapse it might be 


advisable to take an X-ray photograph of the lumbar spine for evidence of 
spina bifida. 


Mr. GLtyn A. Davies described a case of 


AN UNUSUAL FOREIGN BoDy IN THE BLADDER. 


M.H.P., 61/33, Mrs. D., aged 43. The patient was suffering from 
carcinoma of the cervix in the first stage. She was treated with radium by 
Heyman’s technique. Some little difficulty had been experienced in per- 
suading the patient to come into hospital for the third dose, as she had 
trouble at home and found it difficult to leave. 

The third dose of radium was inserted on March 24th, 1933 (125 milli- 
grammes for 22 hours = 2,750 milligramme-hours). During the night a glass 
catheter was passed, and on withdrawing the instrument the nurse was 
alarmed to find that it had broken and its top was missing. The house- 
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surgeon was called and thought he could feel the broken end in the urethra 
through the anterior vaginal wall. In the morning the radium was removed, 
the dressings searched and kept. No sign of the missing part of the catheter 
was discovered, and it was concluded that it was either still in the urethra or 
had passed into the bladder. A little later the patient passed urine naturally, 
thus settling the point for us. She had no symptoms and the urine contained 
no blood or any other abnormality. The patient was well aware of what 
had happened and was mainly agitated as to how long it would be before she 
could return home—an agitation shared by those in attendance. The night 
nurse was in a state of mild hysteria. 

It was decided to examine the patient with the X-rays in the hope that 
the foreign body would show. Before doing so, it was thought advisable to 
pass a cystoscope, and this was done under anaesthesia with gas and exygen. 
Mr. Chisholm very kindly helped in this, and was successful in discovering 
the broken end; it lay with the jagged end downwards, equidistant about 
an inch above the inter-urethral bar and from the left ureter. 

Mr. Phillips was away, and on his return that evening advised Mr. 
Davies to perform supra-pubic cystotomy the next morning. This was 
arranged for 10 a.m.; at 7 a.m. he was telephoned, and very much to his 
relief and delight was informed that the woman had passed the piece of the 
catheter spontaneously. She made an uneventful recovery. 

Mr. Davies thinks this case raises two questions: (1) Whether glass 
catheters should be used at all; and (2) if they are used, and are broken, is 
one entitled to wait, and if so, how long? 

Discussion. The PRESIDENT, Mr. Leyland Robinson, remarked on the 
interesting nature of the case and stressed the importance of the accident 
which might happen at any time. For this reason he agreed that it would 
be as well if a definite form of treatment for such a contingency could be 
defined. He suggested that if it should prove necessary to open the bladder 
vaginal cystotomy would be preferable to supra-pubic cystotomy. 

Mr. JEAFFRESON deprecated the use of glass instruments, which, he stated, 
were most dangerous and unnecessary. He recalled having once found a 
piece of a glass Ferguson’s speculum in the upper part of the vagina, and 
pointed out that the glass might have cracked while being boiled, and conse- 
quently might break without any force or carelessness on the part of the 
operator. 

Mr. W. W. Kine said that it was possible to remove foreign bodies of 
this nature from the bladder by means of bimanual manipulation. He had 
twice removed portions of catheter from the bladder by this method, and 
on one occasion had similarly removed a metal thermometer case. 

Mr. MILLWarp thought that it would have been easy to remove the 
foreign body through an operating cystoscope. 

Mr. Herp, of Liverpool, also pointed out how easily a glass catheter 
could be broken. He had recently seen a case in which a catheter had been 
broken in the urethra during delivery by the pressure of the foetal head on 
the instrument. 

Dr. WatsH and Dr. DouGat both described cases in which they had 
removed pieces of slippery elm from the bladder after dilating the urethra. 

Mr. Glyn Davies, in reply, stated that the question of removing the 
foreign body by the vaginal route had been considered, but in view of the 
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fact that the bladder had been involved in the carcinomatous growth and 
was very contracted, this method was not considered advisable. 


Mr. Gtyn A. Davies described a case of 
Ectopic GESTATION. 


Mrs. R., aged 30. The patient had been married for five years and nad 
had no children. In January, 1932, she was admitted to hospital complain- 
ing of pain in the right side of the abdomen and vaginal bleeding. She said 
she had ‘‘ felt something crack inside ’’ 10 days previously while carrying a 
bucket of water. Her doctor sent her to bed and two days before admission 
she had pain in tha right shoulder. 

Laparotomy was performed on the day of admission; a right ruptured 
isthmial pregnancy with a tubal mole, which was almost extruded, was 
found. Partial right salpingectomy and partial right oophorectomy were 
performed. The left appendages were normal. She made an uninterrupted 
recovery. 

On 30th August, 1933, she went to her doctor who sent her to the Out- 
Patient Department. She said she had had seven weeks’ amenorrhoea, 
believed she was pregnant, and, as she intended to go away on holiday and 
feared the pregnancy ‘‘ might be outside the womb,’’ thought she ought to 
be examined. She had no symptoms except frequency of micturition. On 
examination the uterus was felt slightly enlarged and there was a somewhat 
movable cystic swelling on the right side. The left appendages could not 
be felt. The diagnosis lay between—(1) pregnancy with a right ovarian 
cyst; (2) a right ovarian cyst; (3) right ectopic gestation, and she 
was admitted for observation. She was examined under gas and oxygen on 
the next day; the uterus was felt to be about as large as it is at the seventh 
week of pregnancy and the right ovary about four times its normal size. 

Nothing abnormal could be felt in the left appendages. It was then 
thought that the pregnancy was intra-uterine, and it was decided that 
nothing should be done for at least 14 days, because the corpus luteum was 
probably in the cyst on the right side, and its removal might cause abortion. 

Urine was sent for a Zondek-Aschheim test but the specimen’ was spoilt 
in transit, a second specimen was sent some days later. On September 15th 
the test was reported to be positive. There were still no symptoms other 
than backache. 

September 16th was visiting day and her husband came to see her. 
_ Immediately he arrived she collapsed in the ward with severe abdominal 
pain, worse on the left side, and referred to both shoulders. She was imme- 
diately taken to the theatre; the abdomen was found to be full of blood 
and a right ovarian cyst measuring four by three inches was exposed with 
no swelling in the right Fallopian tube. A ruptured ectopic isthmial preg- 
nancy was found in the left Fallopian tube which was excised. The wall of 
the cyst in the right ovary and the corpus luteum of pregnancy, which was 
present in that ovary, were removed. There were many adhesions in the 
abdomen. Two days afterwards she passed a decidual cast. She made an 
uninterrupted recovery. 

Mr. Davies thought the points of interest were: (1) The common sense 
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of the woman in going to her doctor when she thought she was again 
pregnant; (2) her misfortune in that her only two pregnancies were ectopic 
ones; (3) her good fortune in having the right ovarian cyst without which 
she might not have been admitted to hospital. 

Discussion. Dr. JEAFFRESON referred to the frequency of recurrence of 
ectopic gestation, and also stated that he had often found great difficulty 
in palpating a tubal pregnancy bimanually, even under anaesthesia. 

Mr. W. W. Kine said he thought recurrence of an ectopic gestation in 
the other Fallopian tube was most uncommon, and he was also of the opinion 
that evidence of infection in the Fallopian tubes was rarely found. He said 
he would like to ask the opinion of the Society on the question of perform- 
ing salpingostomy at the time of operation or later. 

Professor DouGat said he had reported 100 cases of ectopic gestation with 
repeated ectopic gestation in six of these cases. In his cases the remaining 
Fallopian tube had shown evidence of salpingitis in 50 per cent; 10 per cent 
of his cases had occurred in the first pregnancy soon after marriage, and he 
thought that in these cases the lesion in the Fallopian tube was probably a 
congenital abnormality. 


Mr. GLyn DavIEs, in reply, stated that there was no evidence of salpin- 
gitis in his case. 


Mr. JOHN CHISHOLM described a case of 
CHORION-EPITHELIOMA FOLLOWING A FULL-TIME PREGNANCY. 


The patient was a primipara, 31 years of age, who gave birth sponta- 
neously to a live infant on May 26th, 1933, at term. The pregnancy was 
uneventful, and the urine tested from time to time by the doctor never 
contained any albumin. The labour was short, its duration being less than 
six hours, and, following the completion of the third stage, there was no 
abnormal loss of blood. A small perineal tear was sutured with three 
stitches. The doctor told Mr. Chisholm that the placenta was normal. 

The lying-in period was satisfactory, the temperature and the pulse-rate 
did not rise, and she felt well the whole time; she was allowed to leave her 
bed on the fourteenth day after labour, when a scanty brown discharge was 
present. 

One month after delivery she passed a small clot and on the following 
two days, smaller clots were passed, her doctor being called in to see her 
at night on July 2nd, 37 days after delivery; he found she had a tempera- 
ture of 100°F. In view of the continuance of the discharge since rising from 
bed, the passage of clots on the previous three days and the temperature of 
100°F. he thought she must have puerperal infection of low grade; she was 
accordingly admitted to hospital at Norton on the following day. 

On admission she was pale—her natural colour—her temperature was 
100°F. and ‘pulse-rate 128. Nothing abnormal was found on examination 
of the abdomen. Vaginally, a little dark red discharge was present, but it 
was not offensive. The cervix was small and appeared to be slightly fixed 
on the right side, the external os was closed. The uterus was involuted and 
mobile. A little tenderness was present in the right fornix of the vagina. A 
swab taken from the cervix on admission showed the presence of strepto- 
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coccus viridans. The temperature fell to normal on the following day and 
remained so for the next six days. The pulse-rate during this time ranged 
from go to 100. An effort to give a small intra-uterine injection of glycerine 
on the third day after admission was unsuccessful, as the catheter could not 
be introduced through the cervix. Six days after admission a bright red loss 
began about 6.30 a.m. and continued steadily although it was temporarily 
checked by an injection of half a cubic centimetre of pitocin. The pulse-rate 
rose and its quality became poor, so a pint of gum saline was given intra- 
venously about 11 a.m. and at noon she was taken to the theatre. Under 
anaesthesia by gas and oxygen the cervix was dilated and the uterine cavity 
explored. A portion of tissue as large as a walnut was removed by the 
finger, it came away easily and I thought it was placental remains. The 
cavity of the uterus was packed and ergot was given. The patient’s condi- 
tion was poor but improved during the next 24 hours as the result of giving 
large quantities of fluid. The tissue removed was examined and reported to 
resemble chorion-epithelioma, but the report was not made to me and I 
continued in the belief that the tissue was piacental. For the next five days 
the temperaturee rose to about 100.4°F. each night and the pulse-rate 
ranged between 110 and 120, varying in quality. 

A week after the exploration a trifling brown discharge was still present, 
but the temperature was now normal and the pulse-rate about 100; he 
thought the patient was recovering from a mild uterine infection. On the 
25th July, 16 days after the exploration, she passed a large clot and again 
a steady loss occurred for a time. The uterus was again packed and the 
loss was trifling next day. Chloramine and glycerine were run into the 
vagina for several following days and small clots were passed; at times the 
loss was slightly red; vaginal examination showed that the uterus was 
small. 

On August 3rd a note says that less gauze was required each day for 
packing the uterus and that no loss occurred when the pack was changed; 
but the following day the bleeding was much greater, after changing the 
plug two cubic centimetres of haemoplastic serum were given. Then after 
a few days of improvement the bleeding recurred and the uterus was again 
explored under anaesthesia. A larger mass of placenta-like tissue was 
removed. On microscopical examination this proved to be _ chorion- 
epithelioma. On the day this report was received the report on urine, taken 
some 10 days previously, stated that Zondek’s and Aschheim’s test was 
positive. 

Pan-hysterectomy was carried out four days later. All the tissues were 
very friable, the uterus was torn during its removal and a very small hole 
was made in the bladder. This was closed by interrupted sutures of catgut 
and a burying suture of continuous catgut. Bleeding was rather troublesome 
owing to infection. A self-retaining catheter was placed in the bladder after 
operation, which the patient stood very well. 

During convalescence the temperature remained about 1oo°F. for the 
first week. The self-retaining catheter was removed in 10 day’s time. The 
patient went home three weeks after operation. Zondek’s and Aschheim’s 
test was negative before the patient’s discharge from hospital. 

Since her return, home the patient has been well except for a cold with 
slight bronchitis which she had three weeks ago. Mr. Chisholm has seen 
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her this week and she is very fit but has trifling bleeding from the vaginal 
vault where there are two small granulations. Zondek’s and Aschheim’s test 
was negative 10 days ago. 

Pathological Report. A chorion-epithelioma, roughly globular in shape, 
measuring 14%” x 1” x 34”, is situated in the upper segment on the pos- 
terior wall of the uterus, and invading the wall to within \” of the peritoneal 
covering. There are no theca lutein cysts of the ovaries. 

Histology. Haemorrhage is slight. Therefore the structure is not 
obscured. The section shows abundant proliferation of the syncitium and 
Langhans’s cells, and deep invasion in the vessels completely separated from 
the main mass of the tumour. Mr. Chisholm would draw attention 
to the three points of interest this case presents: (1) The occurrence of a 
chorion-epithelioma following full-time pregnancy in a primipara. It is well- 
known that chorion-epithelioma occurs most frequently after vesicular mole 
and least frequently following full-time pregnancy, the percentage given by 
Vinebeerg being 21 per cent of cases. (2) It followed the labour quickly. 
There was hardly any latent period. The period of latency between the last 
parturition, abortion of molar pregnancy, and the discovery of chorion- 
epithelioma varies considerably. But the figurees given by Ladinski in 1902, 
which are still quoted, show that the average time in his series was five 
weeks after full-time pregnancy. This case conforms with this period. (3) 
The help given by the Zondek-Aschheim test in supporting this diagnosis, 
and also in watching the patient’s progress after operation. Is one entitled 
to assume from two negative Zondek-Aschheim tests at three months after 
operation that the patient is now well? 

Discussion. Mr. JEAFFRESON referred the Society to a recent American 
work on chorion-epithelioma. These workers had shown that it might follow 
a minor degree of hydatidiform degeneration of the chorion although no 
typical hydatidiform mole was present. 

Dr. WALsH stated that he had already reported one case to the Society 
in which the Zondek-Aschheim reaction rapidly became negative after opera- 
tion and had never again become positive. 

Dr. CHISHOLM, in reply, stated that 50 per cent of cases of chorion- 
epithelioma followed hydatidiform mole and that five per cent of these moles 
became malignant. 


Dr. A. LLoyp Potter read a paper on 


FUNCTIONAL UTERINE HAEMORRHAGE. 


Bleeding, occurring at regular intervals, is a normal function of the 
human uterus, between the ages of puberty and the menopause. Irreggular- 
ity in this cyclical phenomenon, usually in the form of an increased loss, is 
one of the commonest symptoms for which a patient will seek the advice of 
a gynaecologist. 

Although in many of these cases the symptom can be accounted for by 
the presence of some gross pathological lesion, such as fibromyomata or 
malignant disease, a large group of cases still remains in which profuse 
uterine bleeding occurs in the absence of any obvious lesion. It is to this 
group that the term functional haemorrhage has been applied. Various 
types of this condition have been called, from time to time, menorrhagia, 
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epimenorrhoea, epimenorrhagia, metrostaxis, menopausal bleeding and the 
like; each of these names describes the special features of a symptom 
common to all—excessive uterine bleeding. 

To explain the pathology involved in the production of such bleeding, 
the term endometritis was introduced by workers on the subject towards the 
end of the last century. This term, signifying as it does, a true infection of 
the endometrium, was generally accepted and used until the time of 
Hitschman and Adler, who in 1907 showed that (1) most of the conditions 
previously described were ordinary cyclical changes; (2) some were a true 
hyperplasia; (3) inflammation of the endometrium was characterized only 
by the presence of plasma cells. Meanwhile, other authorities considered 
that irregular uterine bleeding was due to a myometrial, rather than an 
endometrial, disorder. They therefore introduced such terms as chronic 
metritis, subinvolution and fibrosis uteri, which are descriptive of their view 
of the underlying pathology in these cases. 

These names, although still used and although presenting to the. gynae- 
cological mind a more or less clear picture off the clinical aspect of a case, 
are incorrect pathologically since they signify either an arrest of normal 
involution or an inflammatory process in the uterine musculature. 

Fletcher Shaw proved conclusively that in the majority of cases, 
described as chronic metritis, there was no evidence of an inflammatory 
process in the myometrium, nor indeed was there an increase in fibrous 
tissue. He divided his cases into two groups: 


(1) Chronic Subinvolution—including all parous uteri. 
(2) True Hypertrophy of the Myometrium occurring in both parous and 
virginal uteri, which he said was due to the efforts of the muscle to expel 


a thickened endometrium. 

Wilfred Shaw, as recently as 1929, published the results of an investiga- 
tion into the processes of involution occurring in a puerperal uterus, to show 
that subinvolution cannot be regarded as a cause of irregular uterine bleed- 
ing. His findings can be summed up in the statement that the elastic tissue 
content of a uterus is increased after each pregnancy and varies directly with 
the parity of the patient. This appeared to be of such great importance that 
it was thought necessary to confirm it, for without confirmation it is impos- 
sible to be certain that the term chronic subinvolution is not both mislead- 
ing and inaccurate when used to describe a case of excessive bleeding from a 
bulky uterus. 

With this purpose in view, a series of sections was taken from uteri of 
varying parity. The specimens included uteri from cases of functional bleed- 
ing, fibromyomata, endometriomata, chronic salpingo-oophoritis, and a 
normal uterus removed it post-mortem examination. 

Sections were also taken from the uterus of a foetus at term as a standard 
for comparative purposes. The stain used throughout was Werlhoff’s with 
Van Geissen’s counterstain. 

Comparing this with the second slide which is taken from the uterus of 
an adult nullipara, it demonstrates that there is very little difference in the 
elastic tissue content of the two. This is found in very small amount in the 
intima of the arteries and round some of the larger veins. Occasional 
strands are noticed between the larger muscle-bundles, but, on the whole, 
the amount found in this position is almost negligible. 
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Passing to the multiparous uteri it is obvious that the elastic tissue is 
increased. 

(a) The arteries contain more elastic tissue in the subintimal layer and 

in the media. 

(6b) The increase in elastic tissue in the veins is apparent both in and 
outside the adventitia. 

(c) Considerable deposits of elastic tissue are found between the muscle 
bundles, and, after many pregnancies, between the actual 
muscle fibres. 

(ad) The elastic tissue content definitely increases with each pregnancy. 

These points are, I think, readily demonstrated in the next few slides, 
taken from 

A woman with three children. The layers in the arterial wall and the 
small deposits between the muscle bundles should be noted. 

A woman with four children. Again the distribution in the artery and 
muscle should be noted. 

A woman with five children. The increase over the two previous sections 
is observable. 

A woman with seven children. A dense deposit is present in the sub- 
intimal and medial coats of the arteries and also between the muscle 
bundles. 

A woman with 1o children. The appearance is as above with definite 
increase. 

A woman with 12 children. Dense deposits are present in the walls of 
the arteries, surrounding the vessels and here actually between the 
muscle fibres. 

These findings amply confirm Shaw’s work, and it can, therefore, be 
stated that the elastic tissue content of a uterus bears a direct relation to the 
parity thereof, being in no way a sign of subinvolution, and not associated 
with the causation of functional bleeding. 

I should now like to pass on to a discussion of the pathology of functional 
uterine bleedings; 165 cases were examined and it was found possible, after 
correlating the histological findings with the clinical data, to classify them 
into several groups. . The majority were contained in two groups and for 
these, the nomenclature used by Shaw and Cannon is followed, namely, 
metropathia haemorrhagica (a term used originally by Schréder) and 
epimenorrhoea, as originated by Blair Bell. 

Metropathia Haemorrhagica. Fifty-seven cases, or 34.5 per cent, of the 
total are included in this group and, although in most cases only curettings 
were available for examination, in 17 cases uterus and ovaries were obtained. 
Clinically, this condition is characterized by either gradually increasing 
periods or continuous bleeding following a period of amenorrhoea, in women 
between the ages of 40 and 550. The majority are multiparae but it must 
be remembered that at this age most women have borne children. Bimanual 
examination reveals a uterus larger than normal, commonly described as 
‘ bulky,’ and in most instances, although no gross lesion can be found, one 
or other ovary is enlarged and cystic. 

Passing now to the pathological side, an examination of the specimens 
reveals many interesting features: 

(1) Muscle. In the 17 specimens available for examination of the 
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uterus the enlargement was apparently due to a true hypertrophy of the 
muscle fibres. Microscopically, when compared with a normal uterus, the 
fibres are found to be slightly enlarged and the muscle bundles are well 
demarcated one from another. It has already been shown that elastic 
tissue is not responsible for the increased size of the uterus in metropathia 
haemorrhagica, and this was confirmed in every case. 

(2) Endometrium. In the majority of cases this structure was definitely 
thickened and the formation of polypi was of very common occurrence. The 
typical microscopical picture is one of an exaggerated intermenstrual phase 
of normal endometrium, affecting both glands and stroma, but more easily 
demonstrable in the former. These are increased both in number and, in 
the majority of sections, in size. In fact, some may be described as showing 
cystic dilatation, although the absence of tension is demonstrated by the tall 
columnar epithelium lining the glands. In a few instances cysts lined by 
flattened epithelium were seen. These may be true retention cysts but 
their occurrence is extremely rare. Other features signifying overgrowth of 
the glandular elements are: (i) Imvaginations, in which part of the wall 
of the gland turns back into the lumen. In cross-section this gives the 
appearance of a gland within a gland. (ii) Tufts, formed by areas of 
epithelium two or three layers thick. (iii) Adenomyosis—or invasion of 
the superficial layers of the uterine muscle by the glands. This is said to 
occur in normal endometrium but it is more common to find it associated 
with hyperplasia, of which it may be said to be a characteristic feature. 
(iv) Cystic dilatation immediately beneath the surface epithelium. 

(3) Ovaries. Only 17 specimens were available for examination, but 
the appearances were so consistent that they may be taken as typical of 
the condition. Follicular cysts, visible to the naked eye, were present in 15 
of the ovaries, while in the remaining two, although the follicles could hardly 
be termed cystic, they were definitely larger than normal. These were 
confirmed microscopically in every case and it will be seen that the lining of 
these cysts consists of granulosa cells, several layers in thickness. Through- 
out the sections there was a singular absence of recent luteal tissue and not 
one contained any active corpus luteum. It is well known that the fluid 
contained in follicular cysts contains oestrin, and this was confirmed in two 
cases by having it injected into immature female mice. It was noted that 
only very small quantities of the fluid were required to produce great enlarge- 
ment of the uteri of these animals. 

To recapitulate, therefore, the characteristic findings in metropathia 
haemorrhagica are: (1) Follicular cysts in one or both ovaries with the 
absence of corpora lutea; (2) hyperplasia and hypertrophy of the endo- 
metrium involving both glands and stroma, the former showing an exaggera- 
tion of the intermenstrual phase and undergoing none of the changes 
peculiar to the menstrual cycle; (3) hypertrophy of the uterine muscle. 

What conclusions can be drawn from these features? It is generally 
accepted that two hormones are responsible for the maintenance of the 
integrity and functional activity of the endometrium, namely, oestrin and 
progestrin. The former produces growth of uterine musculature and builds 
up the endometrium from the post-menstrual to the intermenstrual phase, 
while the latter, the hormone of the corpus luteum, is essential for the 
production of premenstrual or secretory changes in the intermenstrual 
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endometrium. Since it has been shown that in metropathia haemorrhagica 
the endometrial changes are typical of an exaggerated intermenstrual 
phase, premenstrual change being entirely foreign to the condition, the 
theoretical conclusion to be drawn is, that the abnormal features are due to 
prolonged or excessive action of oestrin and to the absence of progestrin. 
This conclusion is borne out by finding cystic follicles in all the ovaries 
examined, with complete absence of corpora lutea. Further proof is lent 
by the work of Zondek and Frank, who demonstrated that not only is 
oestrin found in excess in the cystic follicles, but there are large amounts of 
this hormone in the blood and urine of patients suffering from metropathia 
haemorrhagica. Both these authorities state that the excess of oestrin is 
definitely responsible for the endometrial change. 


Cannon takes the view that metropathia haemorrhagica is a reversion to 
the type of sexual activity characteristic of such animals as the rabbit and 
the ferret. These remain on heat throughout the breeding season provided 
copulation does not occur. They show a fibrocystic condition of the ovaries 
and evidence of prolonged activity of the oestrin-producing hormone. Later 
this gradually passes into anoestrus with degeneration of the unruptured 
follicle and bleeding into its cavity. 


He compares this condition to that of metropathia haemorrhagica in 
woman, where withdrawal of the hormonic support is indicated by degenera- 
tive changes in the unruptured follicle and uterine bleeding. 


It is well recognized that following partial resection of the ovaries in 
women, the remaining portion invariably tends to become cystic, indicating 
that we must look beyond the ovary for a cause of non-rupture of the follicle 
and for the unrestricted action of oestrin. Smith and Engle have shown that 
transplants of the pituitary gland into adult rats lead to the formation of 
cystic follicles in the ovaries. Hence, correlating this with the formation of 
cysts after partial resection, it is evident that an excess of pituitary hormone 
acting on a normal amount of ovarian tissue, has exactly the same effect as 
a normal amount of pituitary acting on a diminished amount of ovarian 
tissue. It is apparent, therefore, that the pituitary gland is the next link 
in the endocrine chain which is responsible for the condition of metropathia 
haemorrhagica. Hofbauer, in fact, produced experimental evidence to show 
that injections of extracts of the anterior lobe of the pituitary gland into 
guinea-pigs produced not only cystic follicles in the ovary but also endo- 
metrial hyperplasia. Thus it is evident that as prolan A is the oestrogenic 
hormone, and since oestrin is present in excess in metropathia haemorr- 
hagica, the latter condition is, in all probability, due to an excessive produc- 
tion of prolan A, with, possibly, suppression of some hypothetical factor 
causing ovulation, but if ovulation is due to the removal of prolan A from 
the circulation, no such hypothetical factor need be postulated and the 
continued action of prolan A is sufficient to account for non-rupture of the 
follicle. Furthermore, by far the commonest age for the onset of metro- 
pathia haemorrhagica is between 40 and 50 or about the menopausal age. 
Zondek and Fluhmann have demonstrated the presence of prolan A in the 
urine and blood respectively of menopausal women. The former in discuss- 
ing the reason for this suggests that the functioning ovary normally inhibits 
the activity of the anterior lobe of the pituitary gland. Here again we have 


T55 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


an indication that the primary cause of metropathia haemorrhagica is a 
pituitary mal-function. 

Epimenorrhoeal Group. This, in the present investigation, constitutes 
the largest group of the functional haemorrhage, including 80 cases or 48.4 
per cent of the total. It is most prevalent between the ages of 35 and 45 
and, as you will see, tends to occur earlier in life than metropathia haemorr- 
hagica. Multiparous women again predominate and, in a large number of 
the cases, this type of bleeding dates from a confinement. The patient 
usually complains of an increased loss at the periods with a decrease in the 
total length of the cycle. Sometimes it is difficult to decide clinically to 
which group such a case belongs, as the interval may be so shortened that 
bleeding appears to be continuous. There are no physical signs specific to 
the condition. The uterus may be bulky or normal in size and on occasion 
cystic ovaries are palpated. Pathologically it is difficult to present an 
adequate picture of all the varieties of endometrial changes which were 
observed in this condition but almost without exception the predominant 
feature was oedema of the stroma. This condition was uniform, usually 
throughout the whole thickness of the endometrium and always in the 
superficial two-thirds. An oedematous endometrium, of course, is one in 
which the cells are separated by fluid, in contradistinction to an endometrium 
showing a decidual reaction in which fluid is imbibed into the cells them- 
selves. The only other notable finding in this group was an increase in the 
number of capillaries with thin walls in the endometrium, further evidence 
suggesting a hyperaemic condition being an exudate or blood throughout 
the superficial layers of the stroma, which was observed in a number of 
cases. The endometrium showed the ordinary phases of the menstrual cycle 
varying, of course, with the time of operation in relation to the cycle. Only 
nine ovaries were available for examination but the ggeneral picture sug- 
gested hyperactivity of the follicular mechanism in that the Graafian folllcles 
ripen and rupture too frequently. Thus ovaries from four cases contained 
two active corpora lutea about the same age and appearance and were 
obtained sufficiently early in the cycle to show that ovulation maintains its 
normal relation to the total length of the cycle. Perhaps an example will 
make this statement clearer: In one case the corpora lutea corresponded in 
appearance and maturity to one found on the fifteenth or sixteenth day of a 
normal cycle of 28 days, in which ovulation occurs between the twelfth and 
fourteenth days. The specimen, however, was obtained on the twelfth day 
of a cycle of 21 days, and thus ovulation must have occurred about the 
ninth or tenth day in this particular cycle. It is evident, therefore, that all 
the factors of the ovarian cycle are diminished in time, and here again it 
is probable that the pituitary gland, and not the ovary, is primarily at 
fault. The findings indicate that not only is the stimulus of the anterior 
lobe of the pituitary gland given to the gonad more frequently, but that it 
is often excessive. Epimenorrhoeal bleeding, unlike metropathia haemor- 
rhagica, commonly occurs immediately after a pregnancy, and Shaw points 
out that during pregnancy the anterior lobe of the pituitary gland hyper- 
trophies and leads to the secretion of large amounts of its hormone. He 
suggests that cases of post-partum epimenorrhoea might, therefore, be 
explained by assuming the persistence of activity of the anterior lobe with 
the result that follicles ripen and rupture too frequently. 
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In. suggesting an explanation for the characteristic feature of this condi- 
tion, namely, oedema of the endometrial stroma, it must be remembered that 
its presence is independent of the phase of the endometrium. This suggests 
the primary cause of the oedema as the action of oestrin, since this hormone 
acts throughout the whole cycle, while progestrin acts only during the pre- 
menstrual half of the cycle. Again, the latter hormone gives rise to a mild 
decidual reaction in which fluid is absorbed into the cells of the stroma, 
while oedema is essentially outside the cells—even in specimens examined 
during the premenstrual phase. 

Why, you will ask, is not the same effect produced in metropathia 
haemorrhagica,. in which oestrin is responsible for all the endometrial 
changes? One can only suggest that in the first group the action is prolonged 
rather than excessive, and the stroma has time to uedergo true hyperplasia. 
In the epimenorrhoeal group, on the other hand, the stimulus is extensive, 
occurring at frequent intervals, and the oedema must be regarded as a 
false hyperplasia. 

I propose to say very little about the remaining 17 per cent of cases 
because the small number renders it impossible to form any definite opinion 
as to their causation or to explain the various phenomena related to them. 
Furthermore, I believe that all the essential pathology is contained in the 
first two groups, and that if a reasonable nomenclature, suggesting their 
pituitary-ovarian origin, could be supplied, all cases of functional bleeding 
would be contained in these two groups. 

A few cases in which all the factors of the menstrual cycle are prolonged 
have been classified as a hypomenorrhoeal group, to indicate that it is 
apparently the opposite of the epimenorrhoeal group. The patients complain 
of excessive loss at the periods which, however, are at infrequent intervals. 
There are no characteristic findings pathologically, but one would expect 
ovulation to be delayed due to lack of the normal stimulus of the pituitary 
gland. 

Another small group includes cases of post-menopausal bleeding which 
were obviously functional in origin, all gross lesions having been excluded. 
This group is important in that it demonstrates that the ovaries, and, there- 
fore, the pituitary, continue their action for some little time after the meno- 
pause has been passed, as shown by cessation of menstruation. Chalmers 
Fahmy, describing such cases, says: ‘‘A study of this group leaves one not 
a little confused. In some the uterus is small, in others enlarged, in some 
the endometrium is hyperplastic, in others atrophic or apparently absent, 
in some the glands are cystic, in others small. The presence of follicular 
cysts in the ovaries has been noted in some instances, but because surgical 
removal of these organs has seldom been performed, histological examination 
has been prevented. The onset of the menopause is judged clinically by 
amenorrhoea, but we cannot yet state at what later date the ovaries cease 
to exert control over the uterus, nor when the pituitary ceases to exert 
control over the ovaries.”’ 

Further, he states that ‘‘endometrial change is by no means a necessary 
prelude to uterine bleeding,’’ and the results of this investigation bear out 
the truth of this statement. For in all the cases included in the post- 
menopausal group, the histological picture was one of an atrophied endo- 
metrium, with deficient glands and a fibrous stroma. 
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There remains eight per cent of the total number of cases which are 
absolutely unclassified—the true misfits of this series. However, in spite of 
the varied clinical and histological findings, one feels that even here some 
ovarian or pituitary mal-function is responsible for the altered menstrual 
cycle and for the symptoms common to all these functional cases—irregular 
and excessive haemorrhage. 

Before leaving the subject, a brief word is necessary regarding the treat- 
ment of these cases. I do not intend to discuss the usual methods such 
as hysterectomy, resection of ovaries, radium, deep X-ray therapy, and 
curettage, except to stress the fact that the curette should only be regarded 
as an instrument for diagnosis and not as one for a cure. It is obvious, 
from what has been said, that the cause of all these haemorrhages is extra- 
uterine and, therefore, no success can be hoped for by removing the thick 
endometrium without treating the underlying cause. For this reason 
hormonal therapy would appear to be ideal, but experience has taught us 
that there is still much to be learnt before this line of treatment can be 
regarded as a success. 

In the groups of haemorrhages already described it is very difficult to 
decide theoretically which hormone should be used, except in the case of 
metropathia haemorrhagica. In this condition in which corpora lutea are 
absent, it would seem reasonable to supply the deficient hormone of the 
corpus luteum to complete the endometrial cycle. Novak and Hurd 
attempted to influence the ovaries to produce a corpus luteum by the use of 
a luteinizing substance from the anterior lobe of the pituitary gland, obtained 
from the urine of pregnant women. With such a hormone they succeeded 
in stopping bleeding in 44 out of 57 cases of the functional type, in most 
instances the effect being immediate. The authors admit, however, that it 
is almost impossible to obtain the hormone in sufficient quantity to affect 
the human uterus and ovaries. They consider that their results, therefore, 
were not due to any effect on the uterus and ovaries, but suggest that the 
effect was brought about by a neutralization of the bleeding factor, which, 
as shown by Hartman, has a threshold at least 200 times less than that 
for the production of histological changes in the genitalia. 

In the present investigation, however, success can only be claimed in the 
case of bleeding at puberty. Six cases were treated and the results were as 
follows :— 

(1) In two cases, bleeding at the time of treatment, the bleeding ceased 
almost immediately and subsequently developed a normal rhythm. 

(2) Three returned to normal rhythm at the next period. 

(3) One returned to normal rhythm after a period of three months’ 
amenorrhoea. 

In each case the preparation used was antuitrin S, prepared by Messrs. 
Parke Davis and Company, from the urine of pregnant women and said to 
stimulate the production of follicles when given in small doses, and luteal 
tissue when given in large doses. 

However, it seems that this type of treatment in the present state of our 
knowledge is a hit or miss method, and, except in the case of bleeding at 
puberty, radio-therapy still appears to be the simplest and surest method of 
obtaining relief from the functional type of uterine haemorrhage. 

Discussion.—Professor Dougal raised the question of the interaction be- 
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tween the hormone of the anterior lobe of the pituitary gland and the ovaries. 
He asked if, in the case of removal of one ovary, the other ovary would 
become cystic owing to its being stimulated by an excessive quantity of 
pituitary hormone. He also asked why there should be haemorrhage in the 
intermenstrual stage of metropathia haemorrhagica, and for an explanation 
of cure by curettage in such cases. 

Dr. Gerrard expressed the opinion that dilatation and curettage cured 
some of the patients, and asked why this should be so if the haemorrhage 
was due to abnormality of the pituitary gland. He also observed that cystic 
ovaries were very frequently found in cases in which there was no tendency 
to abnormal haemorrhage. 

Dr. Potter, in reply, stated that all cases of infection had been definitely 
excluded. He thought that the interval haemorrhage was in all probability 
due to removal of oestrin. He agreed that some patients might be cured by 
curettage, but stated that in these cases the condition was merely temporary. 
The symptoms would in all probability have subsided without any treatment, 
He stated that the so-called atrophic conditions of the endometrium might 
be associated with an increase in the number of glands. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics and Gynaecology of the Royal 
Academy of Medicine in Ireland was held in the Royal College of Physicians 
on Friday, October 27th, 1933; the President, Dr. T. M. Healy, was in the 
chair. 


The MASTER of the Rotunda Hospital (Dr. BETHEL SoLoMoNS) showed 


A KyYMOGRAPH FOR USE WITH RUBIN’s TEST. 


Dr. Bell, of the School of Physiology, was very helpful, and Dr. Horgan 
was the real inventor of the machine which he now showed. 

Rubin claimed that he could diagnose patency, non-patency, stenosis, 
adhesions or spasm of the Fallopian tubes. Dr. Solomons, at the present 
time could not, even by means of the kymograph, and without a fluroscope, 
make these diagnoses. He hoped, however, to obtain further knowledge 
from the instrument later. One thing he had discovered was that the curve 
with retroversion was less steep than when the Fallopian tubes were really 
closed. 

He found that the manometer sometimes seemed to demonstrate non- 
patency in the presence of retroversion. The kymograph was an aid in this. 
He drew attention to a fallacy which might be caused by using the ordinary 
Rubin sound by reason of the fact that the top of the sound might not pass 
through the internal os. In doubtful cases he confirmed possible errors in 
diagnosis by using Bonney’s sound. He thought for teaching purposes that 
200 millimetres was the highest to which the manometer should be allowed 
to go. Dr. Solomons showed on the epidiascope several graphs demonstrating 
his findings. These included graphs which showed the Fallopian tubes open 
after salpingostomy. 

Dr. J. BELL, who had helped to design the kymograph, said that he and 
Dr. Horgan had experimented in order to find out what sort of instrument 
would give the best results. After some experiments they decided that the 
only method of closing the Fallopian tubes was by some form of aneroid, and 
this was made‘by a Dublin firm of instrument makers. Any physicist knew 
that it was quite easy to design a piece of apparatus, and also to make an 
apparatus, but the difficulty was to get it to work. In the working of this 
kymograph Dr. Solomons had obtained excellent results. 

The PRESIDENT said that Dr. Rubin had been using a kymograph since 
about 1925 and stated that he could diagnose obstructed Fallopian tubes, 
partially obstructed Fallopian tubes, and also the site of obstruction in the 
Fallopian tubes. He stated, however, that although he could do this, others 
could not. Referring to the uncertain results which were obtained in cases 
of retroversion of the uterus, he said that Rubin’s test was very often negative 
when the uterus was retroverted, and he had given up doing the test 
when this was the case. He thought it was reasonable to teach that the 
pressure should not be raised above 200 millimetres of mercury. 

Dr. J. S. QuIN said he could not see how very fine results with regard to 
diagnosis which Rubin claimed to get from the kymograph could possibly be 
obtained, When the pressure gradually increased and no air passed through, 
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the column of mercury went up. He wondered what accounted for the 
sudden drops in pressure which sometimes occurred. Occasionally the results 
which were obtained from the instrument were difficult to interpret. 

Dr. Solomons, in reply, said that the instrument was made by Messrs. 
Dixon and Hempenstall. The sudden drops shown on the graphs were due 
to the withdrawal of the sound at the pressure of 200 millimetres of mercury. 
He hoped within the next year or two to publish the results of many 
thousands of cases of sterility, including the results of salpingostomy, in 
different parts of the Fallopian tube. 


Professor Davipson and Mr. A. A. McCoNNELL read notes of 
A CASE OF HyDRONEPHROSIS AND PYELITIS COMPLICATING PREGNANCY. 


The right kidney was opened and drained about the twenty-first week of 
gestation; the patient miscarried, but made a good recovery. 

Mr. A. A. McConnell, who performed nephrostomy on the right side in 
this case, said that when he first saw the patient she was suffering from 
considerable pain in the right lumbar region, and he thought it was a case of 
obstructed ureter. The renal pelves and both kidneys were somewhat 
dilated. The ureter on the left side was dilated, but the right ureter could 
not be felt. The patient had had a pelvic hydronephrosis at the junction of 
the renal pelvis and ureter for some considerable time on this side. When 
she had an attack of pyelitis, it precipitated obstruction at the uretero- 
pelvic junction. When the right kidney was exposed the calices were found 
to be greatly dilated. The pelvis was inspected, but no abnormal artery or 
any other organic cause of obstruction was found. The day following 
operation the patient had a miscarriage, and from then on she did very well. 
When mercurochrome was injected through the pelvis to the kidney it 
appeared in the bladder. He thought the condition in the right kidney was 
not due to pregnancy, but on the left side the condition might have been 
due to the obstruction which could be caused by pregnancy. 


Dr. R. M. Corset and Dr. T. J. D. LANE showed 


A SPECIMEN OF A TUBERCULOUS KIDNEY WHICH HAD BEEN REMOVED FROM A 
PATIENT AT THE FIFTH MONTH OF PREGNANCY. 


The patient made an uninterrupted recovery, and was _ successfully 
delivered at term. 

Dr. T. Lane, who performed nephrectomy in this case, said that the left 
ureter was retracted and surrounded by an area of congestion, above which 
there was a polypoid mass. The patient’s bladder was examined through a 
cystoscope and an intravenous pyelogram taken. From the results obtained, 
Dr. Lane concluded that she had cavitation of her calices. Tubercle bacilli 
were found in the urine. The right renal pelvis was catheterized and a 
specimen of urine obtained which did not contain tubercle bacilli. Left 
nephrectomy was performed, and dilatation of the calices and thickening of 
the ureter were found; tubercles were seen on the convex surface. 

The PRESIDENT said that these two cases differed in the nature of 
the infective organism and in the side on which nephrectomy was performed. 
Most of these cases were on the right side, and some 50 per cent of them 
ended in miscarriage. This had occurred in Professor Davidson’s case, but 
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not in Dr. Corbet’s. He had recently seen a case in which the patient had a 
stone in her kidney. She was operated on and the stone removed, but she 
did not miscarry. He asked if Dr. Lane had ever had any difficulty in 
catheterizing ureters at the third or fourth month of pregnancy, and said 
that he had frequently not been able to observe the ureter at this time. He 
was strongly of opinion that patients who did not improve under the treat- 
ment of an obstetrician should be referred so soon as possible to a surgeon 
for treatment. 

Dr. BoucHIER Hayes said he was specially interested in Dr. Corbet’s 
case because the early symptoms were those of cystitis due to the bacillus 
coli. He thought this very frequently occurred in association with tubercu- 
losis, and showed the necessity for careful examination of the urine for 
tubercle bacilli in these cases. He referred to a case, which he had seen 
some time ago, in which the patient had a very large stone in the left kidney 
which had not given her any trouble for some time; she then had 
severe pain and a very large hydronephrosis was found. The stone was 
removed, and the patient went to term. Six months later, however, she 
returned to hospital, and it was found that stones had recurred in the left 
kidney and, on this occasion, nephrectomy was performed. 

Dr. T. Lane asked Mr. McConnell if he had put the tube through 
the lower part or the upper part of the kidney, and if he did not consider 
that there was some danger in a sudden release of pressure in a hydro- 
nephrotic kidney. 

Dr. G. F. Stewart said that he thought, from the pyelogram, the con- 
dition in Dr. Davidson’s case might possibly have been infective rather than 
obstructive, and that if it had really been obstructive hydronephrosis 
Mr. McConnell’s operation might not have been satisfactory. 

Dr. NINIAN FALKINER drew attention to the fact that on the day following 
Mr. McConnell’s operation the patient had had a miscarriage, and said he 
thought that this might have had a great deal to do with the success of the 
operation. 

Dr. BETHEL SoLoMons said that during the last year, in conjunction 
with Mr. Pringle, he had had two cases of stone in the kidney complicating 
pregnancy. In one, the stone was removed, the woman went to term, and 
was delivered of a live baby. In the other, both kidneys were affected. The 
pregnancy was interrupted at the second month owing to bad renal function. 
The calculi were removed from the right kidney, which was very badly 
affected. The patient had a very stormy convalescence, but recovered com- 
pletely and is now well. There are still a few stones in the other kidney. 

Professor Davidson, in replying, said that catheterization had been very 
difficult in this case. Just before operation the patient was passing 20 to 25 
ounces of urine a day, and 10 days after the operation she was passing a 
normal quantity. He was going to have another pyelogram in order to 
see the condition of the kidney and ureter now; according to the result of 
this he would decide whether it was wise to advise the patient to become 
pregnant again, or otherwise. 

Mr. McConnell, in replying, said that he had suddenly released the 
pressure in several cases of hydronephrosis and had never seen any damage 
subsequently; very free excretion of urine followed. In many cases of hydro- 
nephrosis without any infection all the manoeuvres which were necessary to 
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examine the pelvis of the kidney had an effect on the hydronephrosis. He 
did not have any doubt that an ordinary non-infective hydronephrosis could 
be relieved, and he did not doubt that in this particular case the miscarriage 
which followed the operation had a great deal to do with the patient’s com- 
plete relief. In this case, in which the kidney was that of a woman, the 
course of the case was exactly the same as in cases in which the kidney was 
that of a man in whom there could not be any question of pregnancy. 


Dr. N. M. FaLKINER read a paper on 


THE ASCHHEIM-ZONDEK TEST IN EARLY PREGNANCY. 


Dr. Faikiner said that Mrs. E. K., aged 23, went to him on 18th September 
1933. She complained of indigestion and amenorrhoea since roth August 
1933. A specimen of urine was sent to the Pregnancy Diagnosis Station, 
Edinburgh, on 19th September, 1933. The report was as follows: ‘‘While 
there is no indication of pregnancy, the urine contains small quantities of 
ovarian hormone and/or gonadotrophic hormone of the first type. We inform 
you of this fact in case you should consider endocrine treatment.”’ 

On 20th September the patient began to bleed and a cast of the uterus 
was expelled after considerable pain and moderate haemorrhage. There was 
considerable shock which seemed out of proportion to the amount of bleeding, 
’ so the suspicion of ruptured ectopic gestation arose. 

On bimanual examination the vulva and vagina were found to be nulli- 
parous, the cervix was healthy, the uterus was retroverted, and the 
appendages were not felt. The patient’s convalescence was normal. 

The uterine cast was not complete, it measured an inch and a half in 
length, and appeared fresh. It was fixed the following morning, some 16 
’ hours after being passed. 

Microscopic examination. The decidua is typical of the sixth week of 
pregnancy in that the compact layer is composed of well-formed decidual 
cells. Haemorrhage throughout the decidua is copious. At one point a 
small aggregate of villi is seen which, most probably, only represent a portion 
of the constituents of the chorionic sac. At first sight this aggregation of 
villi appeared to represent a complete gestation of an early stage of develop- 
ment. All the components of the trophoblast are well shown, proliferating 
plasmodium, resorption plasmodium, Langhans’s cells, and developing vascu- 
lar core to the villi. A search for embryonic constituents has proved futile. 

In view of the negative Aschheim-Zondek reaction, in association with 
the presence of active villi, the case is worthy of consideration, and it is 
pertinent to review our standpoint to this test and its use in guiding treat- 
ment with the female sexual hormones at our disposal. 

Davis, of Chicago, states that it is usually possible to give a positive 
diagnosis of pregnancy in the first two weeks following the missed menstrual 
period, and illustrates his findings in a graphic fashion. 

The actual source of the hormone or hormones concerned in the produc- 
tion of the Aschheim-Zondek reaction is still doubtful, and Greenhill, in his 
Collective Review of the Literature of 1932, states that most authorities, 
including Zondek, are uncertain whether to attribute it to the pituitary gland 
or to the chorionic villi. Certain facts point towards the likelihood that the 
chorionic elements are directly responsible. For instance, the test is more 
definite when the chorionic elements of the placenta are active. It is also 
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strongly marked in cases of chorion-epithelioma, and if the anterior part of 
the pituitary gland could be shown by histological methods to be more active 
during pregnancy it would support the idea that the anterior lobe of the 
pituitary gland. liberates the gonadotropic hormones. However, not any work 
as yet published has shown this to be the case. In the present instance the 
amount of chorionic tissue and its relative inactivity have combined in pro- 
ducing the negative result to the test for pregnancy. With regard to the 
possibility of utilizing the information gained from the Aschheim-Zondek test 
in case of future pregnancies in this particular patient, Dr. Wiesner suggests 
the administration of gonadotropic treatment. It may be well to mention 
here that the gonadotropic hormones are also described under the terms of 
prolan A and prolan B. He had not had any experience of such treatment, 
but was at present using a new preparation, progestin, produced by 
Organnon, a Dutch firm. Although he had used progestin in very few cases 
as yet, it has produced a definite response. 

The PRESIDENT said he thought it was time the physiologists in Dublin 
began to carry out the Aschheim-Zondek test in their laboratories and avoid 
the necessity of sending away specimens for testing. If this test was to be 
of value he thought that the best time was six weeks after the first missed 
period. It was, however, of some value in menopausal cases and in cases of 
vague bleeding, which were so frequently seen. He was disappointed with 
the results he had obtained from giving theelin, and was not very much 
impressed with the results obtained from antuitrin S. He had given it two 
patients with severe dysmenorrhoea who up to the time of treatment had 
complained only of pain. After treatment with antuitrin S. they had nausea 
in addition to pain. He asked Dr. Falkiner if he found progestin of value as 
a sedative. 

Dr. R. M. Corset said that he had had an accurate positive reaction to 
the Aschheim-Zondek test in one case; the specimen was taken 12 days after 
the first missed period. He had occasionally obtained good results by the 
use of antuitrin S. in cases of metrorrhagia, but had never used it in cases 
of threatened abortion or repeated abortion. He thought that in order to 
get benefit from a luteinizing hormone the time to give it was during the 
latter part of the period. The substance must be given before the ovum was 
embedded, and not after. It was a waste of time to give it six weeks after 
the onset of pregnancy. He referred to three patients whose pregnancies 
went ta term after the administration of corpus luteum, although they had 
previously miscarried several times. 

Professor A. H. Davipson said he had given up using antuitrin S. The 
chief difficulty about this drug was its expense. He had tried it in cases of 
metrorrhagia with very varying results, while in cases of dysmenorrhoea he 
had obtained extremely good results. In many of these cases the patients 
had been almost completely relieved of pain. He thought that it was a drug 
which should be given, and from which definite results could be obtained. 

Dr. BETHEL SoLoMmons said that he believed he had used most of the 
hormonal preparations which were available. He had obtained good results 
from some, none from others. From Novak’s last paper and from the 
general literature on the subject he was agnostic, and hoped that the future 
would bring forth more definite information. 

Dr. Falkiner replied, and the meeting concluded. 
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